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Some Difficulties In The Diagnosis Of 


Coronary Artery Disease 


Joun A. Boong, M. D. 
Charleston, S. C. 


Fortunately, in the majority of cases the diagnosis 
of coronary artery disease is not difficult. However, as 
all physicians are aware, it can on occasion cause great 
difficulty. Really accurate diagnosis is highly impor- 
tant for the patient must be given a true prognosis 
which will greatly influence the way he conducts the 
remainder of his life. If a diagnosis of angina pectoris 
is correct, the patient will need to modify his method 
of life and must be made aware that his life expectancy 
is also likely to be modified. If a wrong diagnosis is 
made, the patient is subjected to much unnecessary 
limitation of his activities and to a good deal of need- 
iess fear of early death. With regard to coronary oc- 
clusion, the patient’s life is endangered if the diagnosis 
is missed, and if a coronary occlusion is wrongly 
diagnosed, he is again subjected to unnecessary 
limitation of his activities and fear of death. 


The differential diagnosis in the usual textbook 
description is well enough known that there is no 
point in repeating it here. The cases I see are usually 
problems for one reason or another and I thought you 
might be interested in some generalized observations 
from my experience with these cases, particularly as 
concerns some of the less well advertised differential 
diagnoses that I have found to occur with unsuspected 
frequency. 


Angina Pectoris 


It must be remembered that this syndrome origin- 
ates essentially in a muscle cramp which occurs in 
the heart muscle because of sclerosis of the coronary 
arteries, abetted to a greater or less degree by spasm 
of these arteries. Keeping this definition in mind, let 
us examine several commonly used diagnostic pro- 
cedures. 


I have never found an x-ray of the heart to be of 
any help in the diagnosis of angina pectoris. Probably 


(Presented at the Annual Meeting of the S. C. 
Medical Assn. May 1949) 


the majority of cases have hearts of normal size and 
shape, but unless one could identify calcified coronary 
arteries by x-ray the x-ray picture of the heart would 
give no aid in the diagnosis. The laity and un- 
fortunately a large number of physicians as well 
think that an electrocardiogram is a most important 
feature in this diagnosis. The truth is that it is usually 
of no help at all. Even marked electrocardiographic 
changes do not mean the patient has angina pectoris, 
except in one situation: occasionally by exercising a 
patient suspected of having angina pectoris until an 
attack of pain is brought on and then taking an 
electrocardiogram during the pain, marked changes 
in shape of the electrocardiographic tracing compared 
to those before exercise will occur and be of help in 
substantiating the diagnosis. It must be remembered 
though, that even in normal hearts exercise will pro- 
duce slight changes in shape of the electrocardiogram 
and unless the changes are quite marked they are not 
of significance. 


Certain standardized tests have been developed, 
involving either the use of exercise or the production 
of anoxemia to bring on attacks of pain. And at one 
time, the use of adrenalin for this purpose was popu- 
lar. However, there is always some element of danger 
in these tests and critical valuation of them by 
eminent cardiologists has held them to be less accurate 
than a thorough history. Relief of the pain by nitro- 
glycerin is usually said to be of help in the diagnosis 
but it must be remembered that nitroglycerin is able 
to relieve pain from muscle spasm of many sorts, and 
I have seen patients with pain from peptic ulcer, gall 
bladder disease, and arthritis who received consider- 
able, though temporary, relief of their pain from nitro- 
glycerin. 


Most experienced cardiologists believe that the care- 
ful evaluation of an accurate and painstaking history 
is practically the court of last resort in all cases of 
angina pectoris and this has proved to be true in my 
own experience. The relationship of the pain to physi- 
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cal activity is most important. It is closely related to 
the activity and not delayed. I have seen patients 
with an erroneous diagnosis of angina pectoris made 
because of pain following exertion, when a little more 
careful history disclosed that the pain came on the 
day following the exertion rather than immediately 
after it. For some as yet unexplained reason most pa- 
tients can indulge in considerable activity in one 
position without getting pain, but the exercise of 
walking is particularly apt to bring on the pain of true 
angina pectoris. The attacks of pain are apt to increase 
in frequency in cold weather, possibly because of re- 
flex constriction of the coronary arteries. Emotional 
outbursts by speeding up the heart and increasing its 
oxygen requirements are apt to bring on the pain. 
The location of the pain is important in many cases. 
The primary pain is apt to be substernal rather than 
precordial or definitely on the left side of the chest 
and tends to radiate up the neck and down the arms. 
One should always be suspicious of chest pain occur- 
ring in the region of the apex of the heart, where it 
is almost never caused by angina pectoris. 


Since heart disease and angina pectoris are getting 
to be so well advertised in the public mind, these are 
now usually the first thought of a patient who gets a 
pain in the chest for any reason, and those who have 
true angina pectoris will be considerably in the minor- 
ity in any group of patients. For this reason I have 
found it useful in considering the differential diagno- 
sis to ask myself first, “what else could this pain be 
besides angina?”, and I have found it of considerable 
help in unearthing other causes for pains in the chest. 
In youth the syndrome known as neuro-circulatory 
asthenia is an extremely common cause of pain or dis- 
comfort in the chest. The youth of the patient, the 
location of the pain over the apex of the heart, its 
occurrence at rest, and other evidences of a hyper- 
emotional personality, plus the absence of signs of 
organic heart disease, usually make this diagnosis 
quite easy. Curiously enough ordinary constipation, 
or as I prefer to call it, “laxative habit colitis,” al- 
though extremely widespread is not too often recog- 
nized by physicians as a frequent cause of upper 
abdominal or lower substernal pain and discomfort. 
In these cases it seems to me that the heart or the gall 
bladder is usually the first thing thought of by the 
physician, without stopping to inquire as to the pa- 
tient’s laxative habit. In such patients, abolition of 
cathartics and substitution of liquid petrolatum until 
normal bowel habits are reestablished will generally 
afford prompt relief. 


I have found a number of peptic ulcers mis- 
diagnosed as angina pectoris. Here, aside from the 
characteristic relationship of the pain to eating, the 
habit of the symptoms to wax and wane over periods 
of weeks or months for years furnishes a valuable clue 
to the correct diagnosis. This waxing and waning is 
not characteristic of angina pectoris. I have seen a 
number of patients with chest deformities of various 
sorts and, in particular, those with funnel chests who 
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have precordial pain and frequently dyspnea on 
exertion. Why these patients have pain is not too 
clear to me, but they are usually young and all other 
examinations of their hearts prove to be normal. 


One differential diagnosis which is hardly men- 
tioned in the usual textbooks, but which I have found 
to be extremely frequent, is arthritis or scoliosis of 
the spine, occasionally in the lower neck but most 
frequently in the upper or mid-thoracic region. A 
glance at the cross-section of the chest cavity in any 
anatomy text will remind one that the spine is quite 
deeply located in the chest, so that pain in or about 
it is almost as apt to be felt in the front of the chest 
as in the back. Probably all the pain associated with 
scoliosis and a great deal of that with arthritis results 
from muscle spasm in the neighborhood of the lesion. 
This gives rise to certain characteristics of the pain 
that help to distinguish it from angina pectoris. It is 
apt to occur when the spine has remained in one posi- 
tion for a long period of time, either upright or re- 
cumbent. It is apt to occur the day following exertion. 
It is brought on by motions which bend the spine and 
not by walking. X-ray examination of the spine will 
nearly always disclose the lesion. 


Coronary Thrombosis 


While in the case of angina pectoris I think it is 
useful to ask first the question, “what else it might 
be?,” in coronary thrombosis I strongly feel that the 
reverse should be the rule: treat it as coronary 
thrombosis until proved otherwise. Fortunately, in the 
majority of cases, the clinical picture of severe chest 
pain, followed by fever and leukocytosis and increase 
in the sedimentation rate after twenty-four to forty- 
eight hours is sufficient to make a diagnosis. In a few 
cases, though, the relative lack of symptoms or 
atypical nature of the symptoms make diagnosis a 
much more difficult matter. A relatively symptomless 
coronary thrombosis frequently precedes the develop- 
ment of otherwise unexplained heart failure in a pa- 
tient known to have a normal heart previously. Or 
the occurrence of arterial emboli may be traced back 
to a recent coronary thrombosis. We have been much 
interested in Roper Hospital to find the number of 
electrocardiograms diagnostic of coronary thrombosis 
among the large number of cases of ordinary 
hemiplegia which come in to the public wards. The 
diagnosis of coronary thrombosis is the one indis- 
pensable use of the electrocardiogram, and in doubt- 
ful cases proper use of it will prove the most helpful 
of all diagnostic procedures. It must be remembered, 
however, that there is enormous variation in the time 
between the occurrence of the coronary thrombosis 
and the appearance of electrocardiographic changes. 
Most will be present within a day or so. However, 
others do not appear before a week or more and oc- 
casionally even longer. In recent years there has been 
a great deal of interest in taking multiple chest lead 
electrocardiograms. After some experience with the 
latter, I am convinced that these are helpful in some 
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cases which are not clear in the usual leads, but 
whatever leads are used it is important to repeat them 
at intervals of a few days in doubtful cases, when the 
diagnosis can be made more on the day to day changes 
than upon the appearance of a typical picture at any 
one given time. 


In the differential diagnosis of coronary thrombosis 
I should like to call attention to some seldom men- 
tioned features that have several times impressed me. 
A pulmonary embolus is frequently very difficult to 
differentiate from a coronary thrombosis, particularly 
since in the majority of cases the electrocardiogram 
is apt to resemble strongly that of coronary thrombo- 
sis. Rarely the typical picture of acute right ventricu- 
lar strain develops and aids in the diagnosis. But in 
the majority of cases the electrocardiogram is more 
apt to confuse than to help. In my experience the 
following features are of most help in diagnosing 
pulmonary emboli. First, the patient should have some 
basis for the occurrence of pulmonary emboli, such 
as thrombophlebitis, a recent abdominal operation, 
and so on. Any patient affected with a pulmonary 
embolus is usually in considerable distress but if the 
distress is closely analyzed it will frequently be found 
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to consist of dyspnea and shock, rather than pain and 
shock which is more common in coronary thrombosis. 
Some ago Dr. Hamman of Baltimore 
described the syndrome of mediastinal emphysema. | 
have found that both this and a partial pneumothorax 
will frequently give both a clinical picture and an 
electrocardiogram resembling that of coronary throm- 
bosis, particularly if the air gets into the pericardial 
sac. Usually exertion or 
coughing precedes these and dyspnea is apt to be a 
feature. Crepitus from emphysema may be picked up 
on listening over the chest and the x-ray is diagnostic 
of both lesions. There is one affection of the spine 
which gives often a picture confused with coronary 
thrombosis; a severe strain or fracture of a spur or 
bridge of osteoarthritis. This picture is usually pre- 
ceded by some unusual motion of the spine and an 
x-ray of the spine will disclose the causative lesion. 


years Louis 


some excessive physical 


While none of us is ever going to be perfect in the 
diagnosis of coronary artery disease, I can assure you 
that we can all greatly improve our batting average 
if we will put first emphasis on a careful history, 
evaluate it wisely, and use our more technical pro- 
cedures as aids in diagnosis rather than the final 
answer. 





Sarcoidosis 


A CASE REPORT 


Reysurn W. Lomiunack, M. D. 
Newberry, S. C. 


This obscure disease has been described under a 
number of names; Boeck’s sarcoid, Besnier’s-Boeck’s- 
Schaumann’s lymphogranulosis (benign), 
uvelo-parotitis, osteitis tuberculosa, multiplex cystica, 


disease, 


miliary lupoid, and Darier-Roussy disease being but 
a few. It can and does involve every organ in the 
body, however, the most frequent sites are the lymph 
glands, lungs, and Most cases 
recognized in the United States are in the Negro race. 

Clinical experimental work suggest that 
sarcoidosis has multiple causes. It may be localized or 
generalized and it is a relatively indolent, benign, 
chronic disease in the 


skin, eyes bones. 


and 


majority of cases. It is 
characterized by its lack of symptoms and _ rarely 
causes death except by making the patient susceptible 
to intercurrent infections. The majority of cases are 
discovered accidently during examination and the 
diagnosis is made largely by exclusion. 

Laboratory findings are not conclusive. The blood 
count shows an occasional increase in eosinophils and 
monocytes. There is also found at times a reversal of 
the albumin-globulin ratio due to hyperglobulinemia. 
The serum calcium, phosphorus 
frequently The tuberculin 
negative in 65-70 per cent of the cases. 


and n.p.n. are 


elevated. test may be 


A definite diagnosis usually rests on the findings of 
the pathologist although the skin test with the Kreim 
antigen is reported by some to be very reliable. 


The treatment of this condition is largely sup- 
portive although some promise has been shown by 
the use of calciferol or dihydrotachesterol. 


This 28 Negro female, 
mother of one child, was seen because of absence of 
menstruation for one year. 


Case Report: year old 


Her history reveals a sudden cessation of menses, 
gradual loss of weight, weakness, headaches, low 
grade fever, cough and nose bleed. She also com- 
plained of night sweats and vague pains in abdomen. 

When first seen her weight was 115 pounds, her 
height 5 feet, temperature was 101 degrees ( Fahren- 
heit). The physical examination was negative except 
for some small hard posterior cervical glands which 
did not seem remarkable. There was also a harsh 
systolic murmur heard best at the apex of the heart 
and tenderness over the region of the liver and spleen, 
the latter of which was palpable. Her blood pressure 
was 118/70 and the pelvic examination negative. The 
blood study showed: Hgb.—11 Gms., R.B.C.—4,810,- 
000, W.B.C.—4,600, Poly’s—58 per cent, Lymphs—35 
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per cent, Monos.—4 per cent, Eos.—3 per cent. Urine 
was negative. An electrocardiogram was within normal 
limits. The intradermal O.T. test was negative in 
dilutions of 1:1000 and 1:100. The x-ray of the chest 
showed enlarged hilar glands and definite miliary 
infiltrations throughout both lung fields. 








FIGURE I 


At that time a tentative diagnosis of sarcoidosis was 
made and the patient was given supportive treatment 
and instructed to return at monthly intervals for ob- 
servation. She improved slowly for a time but suf- 
fered a definite recurrence of symptoms six months 
later. This time the fever returned and there was a 
definite enlargement of all the superficial lymph nodes. 
The preauricular were the most noticeable and were 
about 2 cm. in diameter. One was removed from the 
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cervical region for biopsy and the following reported 
by the pathologist: “This specimen seems to consist 
of bits of lymph nodes partially and completely re- 
placed by anatomic tubercules without evidence of 
caseation. Tuberculosis cannot be ruled out but this 
would Boeck’s 
sarcoid of the 


appear to be sarcoid. Pathological 
Boeck’s nodes.” 


Another x-ray at this time showed most of the miliary 


Diagnosis: lymph 
infiltrations had cleared but the enlarged glands were 
still present. 


After a few months the patient began to have a 
subsidence of her symptoms and at present is able to 
care for most of her duties, however, her menses have 
not recurred. 








FIGURE II 
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Traumatic Diaphragmatic Hernia 


Kart Morcan Lippert, M.D., F.A.C.S., F.1.C.S. 
Winston J. Rowe, M.D. 
Henry Porozky, M.D. 
From The Surgical Service 
Veterans Administration Hospital 
Columbia, South Carolina 


(Sponsored by the VA and published with the ap- 
proval of the Chief Medical Director. The statements 
and conclusions published by the authors are a result 
of their own study and do not necessarily reflect the 
opinion or policy of the Veterans Administration. ) 


According to the studies of Adams and Lee,2 
Pare’ in 1579 described the earliest recorded case of 
diaphragmatic hernia. His patient had received a 
penetrating wound of the chest and later died of an 
obscure abdominal disease. Post mortem examination 
revealed that some abdominal viscera had passed into 
the chest through a laceration of the diaphragm. By 
definition, a diaphragmatic hernia is a protrusion of 
abdominal viscera through the diaphragm into the 
thoracic cavity. The reverse condition could occur, 
but seldom of fixation of thoracic 
organs. An instance of this latter situation has been 
observed by one of us (KML) where there was a 
small tear in the right half of the diaphragm along 
the anterior costal attachment. When the patient 
coughed, a small portion of the lower right lobe of the 
lung would slip through the opening anterior to the 


does, because 


liver and then retract with inspiration. 


It has been estimated2 that approximately two per 
cent of all patients examined roentgenologically for 
‘gastrointestinal symptoms have some form of dia- 
phragmatic hernia. The majority of these hernia were 
originally classified as acquired and only those with 
evidence of having been present at birth were called 
congenital. It has been Stated that congenital dia- 
phragmatic hernia have no sac as opposed to the find- 
ings that acquird hernia almost invariably are enclosed 
The situation is 
clarified when one recalls that the acquired hernia are 
predicated on6 the presence of a developmental de- 


in a peritoneum lined pocket. 


ficiency in the diaphragm which later allows hernia 
to develop. They occur often through the 
esophageal hiatus although occasionally through the 
Foramen of Bochdaleck and Foramen of Morgagni. A 
peritoneal sac is found in these hernia because the 


most 


reflexions of the peritoneum normally bridge these 
apertures during fetal growth.7 Traumatic dia- 
phragmatic hernia, on the other hand, are the result 
of a tear in the diaphragm and do not have a peri- 
toneal sac. A study of the incidence2 of various types 
of diaphragmatic hernia as seen at the Lahey Clinic 
shows the following comparison: 


Esophageal hiatus 64.7% 
Foramen of Bochdaleck 14.7 
Foramen of Morgagni 8.8 
Traumatic 11.8 


Traumatic hernia may appear through any part of the 
diaphragm that is injured but are most often found on 
the left side. It is believed that the liver supports the 
right side of the diaphragm, preventing or minimizing 
many of the injuries to which this half of the dia- 
phragm may be subjected. 


This presentation will deal entirely with traumatic 
diaphragmatic illustrated by three cases. 
Traumatic diaphragmatic hernia may be caused in 
two ways:! by direct violence resulting from penetra- 
tion of the diaphragm by bullet, knife or other similar 
instrument, and by2 indirect violence such as to pro- 
duce stress on the diaphragm as during a crushing 
injury to the chest wall. Sometimes a sharp point of 
a fractured rib may puncture the diaphragm, 
initiating a tear during the compression phase of the 
crushing injury. Inasmuch as there is normally a nega- 
tive atmospheric pressure within the thoracic cavity 
upon the occurrence of an opening in the diaphragm, 
the abdominal contents are sucked through this 
aperture during inspiration. If the aperture is small, 
omentum or bowel may plug the opening immediately, 
but if it is of considerable magnitude, various ab- 
dominal organs may quickly pass through the dia- 
phragm into the chest cavity. The rate of shift of 
abdominal viscera into the chest presage the develop- 
ment of signs and symptoms of the diaphragmatic 
herniation. Histories of patients suggest that fre- 
quently a small wound in the diaphragm is plugged 
by omentum, which either gradually enlarges the 
opening as more and more of the omentum is sucked 
into the chest causing an evisceration3 or seals the 
wound until a later date when some stress on the 
diaphragm causes a larger tear, starting at the point 
of previous wounding. Typically, in the latter type 
case, the patient complains of a sudden onset of pain 
in the abdomen, neck or chest, associated with vari- 
able degrees of dyspnea, following some strenuous 
exertion. The interval of time between injury to the 
diaphragm and the onset of symptoms may vary from 
minutes to several When unrecognized, 
strawgulation of organs involved in the diaphragmatic 
hernia may readily occur with a resulting high mortal- 
ity. 


hernia, 


years. 
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In studying a case of suspected traumatic dia- 
phragmatic hernia, the history of injury to the chest 
is obviously important, especially noting the nature or 
instrument of trauma. The development of cardio- 
respiratory symptoms is a key to the degree of en- 
croachment by abdominal organs against the thoracic 
viscera. Abdominal symptoms and signs may indicate 
the degree of incarceration or strangulation of ab- 
dominal organs in the aperture through the dia- 
phragm. In acute cases, shock, dyspnea, rapid pulse, 
vomiting and abdominal cramps may occur simulta- 
neously or in seauence. Pain in the neck and shoulder 
in the phrenic distribution, when present, is a helpful 
sign, indicating the side of the diaphragm involved. 
The abdominal viscera which usually pass into the 
order of omentum, 


chest, in the frequency, are 


stomach, transverse colon, small bowel, spleen, 
ascending colon and liver. In some large openings in 
the left diaphragm the stomach, spleen and omentum 
may pass into the chest, causing few symptoms other 
than respiratory; however, when colon and _ small 


bowel become incarcerated above the diaphragm, 
partial or complete intestinal obstruction sooner or 
later appears with variable amounts of vomiting, ab- 
dominal cramps and distention. In some protracted 
cases, the history of epigastric pain with hematemisis 
suggests a peptic ulcer as the cause of the patient’s 
complaint. It is not uncommon in such instances to 
find a mucosal ulcer in the stomach adjacent to the 
diaphragm at the edge of the hernia aperture. 
Ordinarily the physical examination of a patient with 
a diaphragmatic diminished 
respiratory excursion of the side of the chest involved, 
associated with hyperresonance of the lower lung 


hernia will reveal a 


area on percussion, absent or diminished breath sounds 
and frequent adventitious noises such as peristalsis or 
borborygmi. 


X-ray examination will generally furnish conclusive 
evidence of the presence of diaphragmatic hernia. The 
essential diagnostic criterion is the demonstration of 
abdominal viscera above the diaphragmatic level. 
This, however, may occasionally pose a problem of 
considerable difficulty since the diaphragm per se can 
frequently not be identified and its position deduced 
only by indirect evidence. Thus in left sided hernia- 
tion involving the stomach, the superior surface of 
this viscera will adapt itself to the basilar surface of 
the lung and its configuration will, in all respects, 
simulate that of the diaphragm. Fluoroscopically, how- 
ever, there will be no motion of fundus of the stomach 
on respiration and barium study of the stomach will 
reveal a band-like constriction of the stomach at the 
neck of the hernial sac. 


Occasionally in cases of eventration of the dia- 
phragm or acquired diaphragmatic paralysis with 
gaseous distention of fundus of the stomach, the pos- 
sibility of diaphragmatic hernia will present itself. In 
addition to the aid furnished by barium study of the 
stomach, the significant contralateral 
cardiac and mediastinal shift lends strong support to 


presence of 
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the diagnosis of herniation since the hernia materially 
Such a change in 


dynamics is not seen in simple high diaphragm. 


increases intrapleural pressure. 


In right sided herniation the diagnosis presents no 
particular problem when the colon or small bowel 
enter the chest cavity. If the herniation involves only 
solid viscera such as the liver or omentum, the diagno- 
sis by ordinary radiographic studies may be im- 
possible. In such cases, and in obscure left sided 
herniation, one should resort to pneumoperitoneum. 
This is a fairly innocuous procedure, with few contra- 
indications. Pneumoperitoneum may demonstrate the 
presence of an abdominopleural communication. This 
is, of course, an indication only of diaphragmatic tear, 
not herniation. Yet it is sufficient, with clinical cor- 
roboration, to label any suspicious intrathoracic mass 
as a hernia, rather than a host of other possibilities. 
If the hernial mass has completely sealed off the 
diaphragmatic rent, a rare eventuality, the air in the 
peritoneal cavity will indicate the position of the 
diaphragm and will delineate the abdominal viscera 
involved in the hernia, as they enter the aperture. 
The diagnostic criteria enumerated above, plus the 
use of pneumoperitoneum should almost invariably 
permit the diaphragmatic 


x-ray demonstration of 


hernia. 


The treatment of a traumatic diaphragmatic hernia 
is surgical. The urgency of operation depends upon 
the evidence of obstruction to the gastrointestinal 
tract and the rate at which acute symptoms develop. 
The time allowance for preoperative preparation of 
the patient likewise is dependent upon the acuteness 
of the patient’s illness. Anesthesia must necessarily be 
general and most favorably intratracheal, although a 
tight fitting anesthesia mask may suffice to maintain 
positive pressure in the lungs. Most surgeons prefer 
a thoracic approach to the diaphragmatic hernia, al- 
though a thoraco-abdominal incision may be resorted 
to in certain cases. Harrington6 prefers an abdominal 
approach in left sided hernia, especially in young 
individuals. It appears to us that abdominal organs 
can be more easily removed from the pleural cavity 
by a transthoracic approach and adhesions to the lungs 
or pleura divided without danger. Visibility of the 
diaphragm is better when looking down from above 
and suture of the tear in the diaphragm can be per- 
formed without fear of wounding the esophagus, peri- 
cardium or lung. When the opening in the diaphragm 
is extensive, it is almost impossible to satisfactorily 
suture the wound from below looking upward into 
the darkened resesses of the upper abdomen beneath 
the costal margin. In many instances crushing the 
phrenic nerve or injecting it with novocaine is helpful 
in closing the diaphragm and this can more readily 
and safely be done through the thoracic approach. 
Strong silk mattress sutures are recommended for a 
firm and lasting closure of the opening in the dia- 
phragm. At the conclusion of the operation, the lungs 
should be fully inflated under positive pressure before 
closing the chest and a closed type of underwater 
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drainage of the pleural cavity performed by means of 
a catheter placed either in the posterior angle of the 
operative incision or through an intercostal trochar 
wound. This will facilitate complete re-expansion of 
the lung and drain any serous or bloody accumulations 
in the pleural cavity. Where there has been a long 
standing or severe collapse of the lung as result of 
the diaphragmatic hernia, bronchoscopy and aspira- 
tion of mucous plugs, immediately postoperative 
while the patient is still under anesthesia, is very bene- 
ficial as prophylaxis against pneumonia and pulmonary 
atelectasis. 


We would like to describe three cases of traumatic 
diaphragmatic hernia seen recently in this hospital, 
each of which demonstrates the variability in clinical 
course which may be encountered. The first case was 
admitted to the gastroenterologic section of the medi- 
“cal service by the admitting physician because of 
previous hospital studies and the present illness which 
so closely mimicked a case of peptic ulcer as dis- 


cussed by Harrington.6 





Barium study showing constriction of pyloric end of 
stomach at the site of diaphragmatic tear. The gas 
distended fundus lies entirely above the diaphragm. 
(Arrows indicate level of diaphragm and the tear. ) 


Case No. 1—N. S. Reg. #50 023 and 52 829. 


A 49 year old white male was admitted to this 
Veterans Hospital December 6, 1947, with the diagno- 
sis of “bleeding peptic ulcer.” Five yeare previous to 
this date, an appendectomy had been performed for 
recurrent attacks of right lower abdominal pain. Dur- 
ing the operation the patient had complained severely 
of epigastric pain and later that day he began vomit- 
ing old blood in quantity. An x-ray gastrointestinal 
series made subsequently did not reveal a peptic ulcer, 
but the presumptive diagnosis of chronic duodenal 
ulcer was made on the basis of hematemesis, char- 
acteristic pain and because he apparently responded 
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Radiograph of chest showing distended fundus of 
stomach rising into the left pleural space. The 
superior surface of the stomach simulates the dia- 
phragm, which actually lies below the fundus. 
(Note the displacement of heart and mediastinum. ) 


well to peptic ulcer therapy. After that incident he 
remained relatively free of ulcer symptoms. Six months 
prior to the present admission the patient came to this 
hospital for treatment after a stab wound of the left 
chest, which also produced a fracture of the eighth 
rib in the mid-axillary line. The wound had been 
sutured by a private physician before being dispatched 
to this hospital. X-ray examination on admission here 
showed no evidence of pneumothorax or abnormality 
of the abdominal cavity except that the liver seemed 
to be somewhat high on the right. A small discrete 
density was noted at the left lung base which cleared 
during the hospital stay. The stab wound healed and 
he was discharged from the hospital in ten days. The 
man stated he remained well until two days before 
the present admission when, while at heavy work roll- 
ing logs, he suddenly felt a sharp pain in the lower 
left abdomen which soon radiated to the upper ab- 
later to the left 
clavicular region. The next day he began vomiting 


domen and shoulder and supra- 
coffee ground material which turned to bright red 
blood. He was unable to retain food or fluids but he 
had one normal bowel movement after the onset of 
pain. On physical examination it was found that the 
patient was well nourished but in great discomfort 
and somewhat dyspneic. There was decreased reson- 
ance at the left lung base, decreased breath sounds in 
this area and a few scattered crackling rales heard on 
inspiration. The heart was apparently normal in posi- 
tion and the blood pressure 135/90 with a regular 
pulse of 120 per minute. The abdomen was flat and 
soft to palpation. There was extreme tenderness in the 
and left 


Pressure on the right side of the abdomen caused 


left upper abdomen costovertebral angle. 


pain in the left abdomen. The remainder of the physi- 
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cal examination revealed nothing abnormal. The ad- 
mission temperature was 98.8° and the blood count 
showed 18,300 white cells of which 92% were 
neutrophils. X-ray examination showed the left dia- 
phragm to be elevated and a large stomach air bubble. 
Shortly after admission to the hospital, the patient 
stopped vomiting, became comfortable and had no 
fever after the third day. After a few more days he 
complained of collicky pains in the left abdomen, 
sometimes associated with slight nausea and vomiting, 
especially after taking food. During these attacks of 
colic he complained of pain in the region of the apex 
of the heart. A barium enema showed no abnormality 
of the colon. A ‘gastrointestinal series showed a 
markedly enlarged stomach with elevation of the left 
dome of the diaphragm which was almost completely 
immobile. The stomach showed cascade configurations 
and the esophageal orifice to be dependent to the 
fundus of the stomach which contained an increased 
amount of air. The preantral area showed a persistent 
narrowing which was interpreted to be the result of 
partial axial rotation of the stomach. An attempt to 
empty the stomach by Wangensteen suction with a 
Levine tube was only partially successful. Realizing 
that some form of torsion of the stomach was present, 
an exploratory laporatomy was performed. A tear in 
the left dome of the diaphragm was found, with the 
splenic flexure of the colon, omentum, spleen and the 
fundus of the stomach herniated through the dia- 
phragm. These organs were returned to the abdominal 
cavity with some difficulty and the tear in the dia- 
phragm, approximately eight centimeters in length, 
was repaired with silk mattress sutures. Examination 
of the stomach revealed contusion of the wall where 
it had been pinched by the diaphragm and palpation 
of this area suggested the presence of a mucosal ulcer 
beneath it. The abdominal wound was closed and an 
intercostal tube was inserted into the left pleural 
cavity with underwater drainage, instituted to aid in 
re-expansion of the left lung and drain any accumula- 
tion of fluid there. The postoperative course was un- 
eventful and the thoracotomy tube was removed in 
twenty four hours. The patient was discharged from 
the hospital and he returned to normal activity. Six 
months later the patient returned to the hospital for 
a follow-up examination and it was found that he re- 
quired no further treatment. 


The next case was admitted to the Surgical Service 
as an emergency casualty from an automobile collision. 
The state of inebriation, plus the extensive contusions 
of the body, masked any specific evidence of an in- 
jury to the diaphragm. It was only the careful, 
frequent evaluations of developing signs and symp- 
toms of diaphragmatic hernia with intestinal in- 
carceration that made the diagnosis possible. 


Case #2—B. C.—Reg. #61 609. 


A 26 year old colored male was admitted to this 
Veterans Hospital November 6, 1948, after having 
been in an automobile accident four hours earlier 
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Radiograph of chest showing stomach in left pleural 
space. Small pleural effusion on left. Heart displaced 
on right. Note the multiple rib fractures. 














Following pneumoperitoneum — there is a hydro- 
pneumothorax seen on the left (upper arrow); a 
small amount of air is seen under the right dome of 
the diaphragm. Lower arrow indicates fluid level in 
stomach. 


while inebriated. He complained of pain in the left 
shoulder, elbow, chest and eye. Physical examination 
revealed a well develoned and nourished patient who 
responded poorly to questions. The temperature was 
98.6°, pulse 90 and respirations 24 per minute. The 
blood pressure was 120/76. There was a superficial 
cut of the left eyebrow and an abraison of the left 
side of the face. The pupils were found, regular and 
equal and reacted readily to light. The left shoulder 
was swollen and tender, but all motions were possible. 
The left elbow showed a small puncture wound. There 
was swelling and tenderness of the left chest from 
the axilla downward and obvious crepitation on palpa- 
tion of the lower ribs. The left lung base was dull to 
percussion and breath sounds were absent but no 
obvious respiratory embarrassment was noted. The 
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remainder of the physical examination, including 
neurological tests, showed no departure from the 
normal. Complete blood examination showed no ab- 
normality. Urinalysis showed albumen + and 2 to 4 
WBC and 2 to 5 RBC and a few granular casts pres- 
ent in the high power field. X-rays of the skull were 
negative for fracture, but films of the chest showed 
fractures of the left 7th, 8th, 9th and 10th ribs in the 
mid-axillary line and the heart to be slightly shifted 
to the right, while the left dome of the diaphragm ap- 
peared to be somewhat elevated. There was ap- 
parently a collection of fluid in the lower left pleural 
cavity. 


The patient was given local therapy to his wounds 
and a chest binder applied. Prophylactic penicillin 
therapy was started and he was placed in an oxygen 
tent to aid respiration rather than because of obvious 
oxygen need. The x-ray examination of the chest was 
repeated the following day and the left dome of the 
diaphragm was found to be somewhat higher than on 
previous films. The patient began to complain of mild 
upper abdominal cramp-like pains coming in waves. 
A Levine tube was passed into the stomach and 
Wangensteen suction applied. The following day the 
abdominal pains were diminished but a repeat x-ray 
examination showed the left lung compressed up to 
the second interspace anteriorly and a loop of large 
bowel could be identified above the apparent level of 
the diaphragm. A 
phragmatic hernia with incarceration of a loop of 
large bowel in the chest was made. To verify the 


diagnosis of traumatic dia- 


diagnosis, a pneumoperitoneum was introduced with 
the patient in an upright position, injecting 200 cubic 
centimeters of air. A chest x-ray taken immediately 
revealed that a left partial pneumothorax had been 
produced and that the air had passed through an 
opening in the diaphragm. The patient was operated 
within a short time by a transthoracic approach, under 
intratracheal gas, oxygen, ether anesthesia. The ninth 
rib which had been comminuted was resected sub- 
periosteally. A large portion of the transverse colon, 
stomach, omentum and small intestines was found in 
the left pleural cavity. These viscera were returned to 
the abdomen, revealing a transverse tear in the dia- 
phragm near the periphery about six centimeters in 
length. The tear in the diaphragm was closed with 
interrupted mattress sutures of heavy silk. The opera- 
tive incision in the chest wall was closed in layers 
with the insertion of a drainage tube in the posterior 
angle of the wound. Reinflation of the lung was done 
by positive pressure through the intratracheal tube 
and immediately postoperatively the patient was 
bronchoscoped and the bronchial secretions aspirated. 
The postoperative course was complicated only by 
x-ray evidence of fluid in the left chest, which was 
found to be partially clotted blood that had occluded 
the drainage tube in the pleural cavity. Two hundred 
cubic centimeters of serosanguineous fluid was sub- 
sequently aspirated by needle and syringe and the 
lower lung field rapidly cleared thereafter. The 
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after the 
seventh postoperative day and his convalescence was 
rapid. After discharge from the hospital, the patient 
returned to his work as a hospital mess attendant and 
has had no further difficulty. 

The third case was likewise a casualty from auto- 
mobile collison. Of special interest in this instance is 
that the early evidence of thoracic injury was referred 
to the left chest where ribs had been fractured. Later, 
however, the patient was believed to have developed 
right hemothorax which proved to be a portion of 
liver protruding into the right pleural cavity. 


temperature of the patient was normal 








Following pneumoperitoneum — there is a 


pneumo- 
thorax on the right side shown by the dotted line. 
The liver is outlined and is seen to be partially above 
the diaphragm. 


Case #3-—J. L. R.—Reg. #62 323. 


A 53 year old white male was admitted to this 
Veterans Hospital December 22, 1948. He had been 
in an automobile accident six weeks previously. At 
the time of the accident he was rendered unconscious 
for a period of twenty four hours. Examination as 
recorded at that time revealed fractures of the left 
5th, 6th, 7th and 8th ribs and a fracture of the pelvis. 
He was hospitalized in Greenwood, S. C. for a little 
more than five weeks. During his convalescence in 
that hospital, a right hemothorax was recorded as 
having been found. On admission to this hospital the 
patient was still unable to walk because of his pelvic 
fracture, but he was otherwise not uncomfortable. 
There was decreased excursion of the right chest with 
respiration. Percussion of the lower lung area on the 
right was dull to flat from the 4th rib level downward. 
Breath sounds over this area were absent. X-ray ex- 
amination of the chest showed the fractures of the 
ribs as enumerated above, with callus formation. The 
pleura over the left lower lung was thickened. A 
homogeneous density obscured the lower right lung. 
This density did not change with shift in position 
under the x-ray. An attempt to aspirate the right 
pleural cavity was unsuccessful. The patient had no 
respiratory embarrassment and did not complain of 








10 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


either chest or abdominal discomfort. The EKG and 
all laboratory examinations were approximately 
normal. The possibility of a traumatic hernia was con- 
sidered and a pneumoperitoneum was_ introduced 
which immediately resulted in a right pneumothorax, 
easily visible on an upright chest x-ray film. The pres- 
ence of a rupture of the right dome of the diaphragm 
became obvious and it was conjectured that the liver 
or part of it had passed into the right pleural cavity. 
On January 10, 1949, the patient was operated under 
intratracheal gas, oxygen, ether anesthesia, using a 
transthoracic approach by resection of the eighth rib 
and a portion of the seventh. The liver was found to 
have partially herniated through a large postero- 
lateral rent in the right dome of the diaphragm. A 
constricting ring about the liver was visible, sepa- 
rating the portion in the chest from that below the 
diaphragm. The liver was returned to the abdomen 
with some difficulty after freeing it from the lower 
lobe of the lung. The diaphragm was closed with two 
rows of heavy silk mattress sutures. A drainage tube 
was inserted in the posterior angle of the incision and 
the chest wall closed as the lung was re-expanded 
under positive pressure. Postoperatively, the patient 
made a good progress, was able to move about freely 
in bed (considering he had a fractured pelvis) and 
was able to feed himself. On the fifth postoperative 
day, he suddenly complained of headache after turn- 
ing over in bed. He also had pain in both arms and 
the left chest and he collapsed into shock, expiring 
two hours later. Autopsy was refused; however, it is 
believed that he had suffered a pulmonary embolus. 


SUMMARY 


Trauma to the chest wall is potentially trauma to 
the diaphragm, especially when penetrating wounds 
are produced by missiles or sharp instruments. Sud- 
den compression of the chest, as often occurs in auto- 
mobile collisions, may cause extensive tears in the 
diaphragm, especially along the costal attachments. 
The time of onset of symptoms and signs of traumatic 
diaphragmatic hernia after injury is extremely variable 
and appears to be somewhat in proportion to the 
magnitude of the opening in the diaphragm. Dyspnea 
and phrenic pain may be the earliest suggestion of 
diaphragmatic hernia. Signs of intestinal obstruction 
occur when part of the bowel has been incarcerated 
in the diaphragmatic aperture. The diagnostic use of 
x-rays seems to be the single most important aid 
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available, especially in conjunction with pneumoperi- 
toneum which either delineates the level of the dia- 
phragm in doubtful cases, or shows the air to have 
passed into the pleural cavity through the opening in 
the diaphragm. Surgical treatment of the traumatic 
diaphragmatic hernia seems to be facilitated by a 
transthoracic approach; however, in some instances, 
a satisfactory suture of the diaphragm can be carried 
out from the abdominal side. 


Three cases of traumatic diaphragmatic hernia have 
been described, illustrating the diagnostic difficulties 
which may be encountered. 
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The South Carolina Heart Association 


and Its Program of Cardiac Clinics 


Joun A. 


Boone, M.D. 


Charleston, S. C. 
President, South Carolina Heart Association 


Because of the growing interest in heart disease 
among the general public, the Federal Government, 
public and private health agencies, and the recent 
institution of national fund raising campaigns by the 
American Heart Association, it is believed that the 
medical profession of South Carolina should be in- 
formed of the organization, purposes and accomplish- 
ments of the South Carolina Heart Association. 


The American Heart Association 


In 1948 the American Heart Association changed 
its organization from that of a purely professional 
society, and became a public service organization 
similar to those which have existed for some years in 
the fields of tuberculosis, infantile paralysis, cancer 
and other diseases. It then began to seek the affiliation 
with it of such local city and state heart associations 
as already operated in some localities, and to promote 
the erganization of further affiliated local heart asso- 
ciations in the many areas where none had existed be- 
fore. The first national fund raising campaign was 
held in February 1949, and was participated in by 
many local affiliates. Where local associations partici- 
pated the proceeds of the campaign were divided as 
follows: 30% went to the American Heart Association 
to be used in the support of large-scale research, na- 
tional education related to heart disease, and the ex- 
penses of the Association. 70% of the funds collected 
the hands of that state 
used 


in each state remained in 


heart association to be in the main for local 


public service, education and research. 
The South Carolina Heart Association 


At the instigation of the American Heart Associa- 
tion, a meeting was held in Columbia in December, 
1948, which was attended by nearly all the internists 
of the state, and the South Carolina Heart Association 
was formed. A board of directors was elected, to 
comprise one physician for each of the nine districts 
of the South Carolina Medical Association and three 
prominent laymen, as follows: Dr. J. A. Boone, 
Charleston; Dr. A. I. Josey, Columbia; Dr. W. L. 
Pressly, Due West; Dr. H. P. Smith, Sr., Greenville; 
Dr. S. H. Shippey, Rock Hill; Dr. W. R. Mead, 
Florence; Dr. C. H. White, Sumter; Dr. O. Z. Culler, 
Orangeburg; Dr. J. D. Nelson, Spartanburg; Mr. 
A. L. M. Wiggins, Hartsville; Mr. Wilton Hall, 
Anderson; Mr. Angus Bird, Columbia. An advisory 
committee was appointed consisting of the Governor 
of the State, the Dean of the Medical College and 
the State Health Officer. The officers of the Associa- 


tion were elected as follows: Dr. J. A. Boone, presi- 
dent; Dr. A. I. Josey, vice-president; Mr. Angus Bird, 
treasurer. Permanent cooperation between the Asso- 
ciation and the State Board of Health was envisioned 
when the appointment as executive secretary of a 
member of the State Public Health Service, Mr. H. M. 
McElveen, was sought and generously granted by the 
Health Officer and the Board of Health. 


It was felt that the first most important objective 
of the Association should be to devote its efforts and 
funds toward the founding and development through- 
out South Carolina of special clinics devoted to the 
diagnosis and treatment of heart disease, with the 
hope that the support of these clinics would later be 
taken over by other agencies, so that the Association 
could move on to other objectives. 


Cardiac Clinics in South Carolina 


Heretofore the only special clinic devoted to heart 
disease was that operated by the Medical College of 
South The offered to 
the purchase of special equipment for the operation 


Carolina. Association finance 
of heart clinics in any community where physicians 
with adequate training in heart disease felt able to 
devote sufficient time to the operation of a clinic. 
With funds obtained from the 1949 campaign, such 
clinics are now in operation under direction of the 
following men: Medical College, Charleston, Dr. 
J. A. Boone; Columbia Hospital, Dr. A. I. Josey; 
Greenville Hospital, Dr. Hugh Smith; Spartanburg 
Hospital, Dr. J. D. Nelson. It is earnestly hoped that 
further clinics in other parts of the state may be 
established as rapidly as competent internists in those 
localities can be induced to undertake their operation. 


Admission to the Clinics 


For patients in the community where the clinic is 
located, the ordinary rules governing admission to 
that hospital’s general clinic usually apply. Patients 
outside the community may be referred to the nearest 
clinic by any physician for diagnosis and recommenda- 
tions as to treatment, by appointment with the direc- 
tor of the clinic. A report on the case is sent to the 
referring physician. Charity patients may be charged 
a nominal fee, depending on the custom of the in- 
dividual hospital where the clinic is located. As yet 
the Association does not have sufficient funds to fur- 
nish medicines or hospitalization to charity patients 
except in the case of certain types of patients referred 
to the Medical College clinic as described below. Pa- 
tients able to pay will be handled on a private patient 
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basis and will be charged the usual laboratory, hos- 
pital and physician’s fees. Since the special equipment 
used in the clinics was paid for by the voluntary con- 
tributions of the people of the state during the Heart 
Association’s campaign, no charge for its use will be 
made to any patient, whether he can pay or not. 


Special Features of the Medical College Clinic 


In recognition of the need for making intensive 
training in heart diseases available to more physicians 
of South Carolina, the Association guarantees two 
Fellowships in Cardiology of $3,000 each to young 
physicians with adequate preliminary training in in- 
ternal medicine, at the Medical College. 


Also, recognizing the development of the Medical 
College as the primary medical center of South Caro- 
lina, the Association voted a considerable portion of 
its first campaign funds for the equipping of the Medi- 
cal College Clinic as a center for the accurate 
diagnosis, and treatment where feasible, of patients 
with heart lesions amenable to recently developed 
methods of surgical correction. To this end, the Medi- 
cal College clinic has acquired the most modern 
equipment available and begun the routine use of 
cardiac catheterization by a well-trained team for 
heart disease. 
Suitable cases have already been successfully operated 
upon, and the work begun by Dr. Horace G. Smithy 
on the operative treatment of mitral and aortic steno- 


more exact diagnosis of congenital 


sis will be carried on and developed. At the present 
time, operative treatment of heart disease is limited 
to the following the Tetralogy of Fallot, 
patent ductus arteriosus, coarctation of the aorta, con- 


lesions: 


strictive pericarditis, and aortic and mitral stenosis 
where the myocardium is not greatly damaged as well. 
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It is hoped that as far as possible, suspected con- 
genital heart disease and patients in whom surgery 
is considered be first referred for review by the near- 
est heart clinic, rather than being sent directly to 
Charleston. In this way a great deal of unnecessary 
travel and possible overloading of the Charleston 
clinic will be avoided. If funds for patients unable to 
pay cannot be obtained from either the Crippled 
Children’s or Rehabilitation services, the Heart Asso- 
ciation has limited funds available for the necessary 
hospitalization of out-of-county patients sent to the 
Charleston clinic. 


Membership in the South Carolina Heart 
Association 


Any physician or layman who has a sincere interest 
in heart disease may apply for membership in the 
South Carolina Heart Association by writing to the 
executive secretary, Mr. H. M. McElveen, 406 Wade 
Building, Columbia, S$. C. Membership 
dues are $5.00 yearly, 
membership in the American Heart Association. 


Hampton 
and automatically include 


The Fund Raising Campaign 


The first fund raising campaign of the South Caro- 
lina Heart Association, ably directed by Mr. A. L. M. 
Wiggins of Hartsville, was necessarily somewhat 
limited in scope because of building the organization 
from the ground up. Nevertheless, the progress made 
toward the control of heart disease in South Carolina 
is very real. The unselfish help that the physicians of 
the state gave to their local chairmen was in large 
measure responsible for the success that was achieved. 
The 1950 campaign will be directed by Mayor Frank 
Owens of Columbia. It is hoped that physicians will 
again render invaluable support in this work. 
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CANCER 


Edited by R. W. PostLetHwait, M.D., Charleston, S. C. 





INTRODUCTION 
R. W. PostLetuwair, M.D. 
Charleston, S. C. 


In order to focus attention on cancer and to 
emphasize early diagnosis, a series of papers devoted 
exclusively to cancer will be published during the 
present year. Most physicians are familiar with past 
and present efforts of this type. One of the most 
effective series was published by the Committee on 
Cancer of the Illinois State Medical Society and 
widely reprinted in other state medical journals. 
Probably the most authorative source of current in- 
formation on malignant disease is the group of papers 
published recently in the Journal of the American 
Medical Association. The American Cancer Society 
monograph series and the Texas Cancer Bulletin are 
other examples of valuable publications. 


One can scarcely hope to surpass articles of the 
calibre of those noted above. If a deliberate effort is 
made, however, to interest a majority of the recipients 
of this journal sufficiently that they will read carefully 
each article in this series, a greater local effectiveness 
should result. To this end, the papers will be written 
by men in this state who are particularly interested in 
cancer; the contents will be as practical, concise and 
informative as possible. 

A forecast of cancer deaths in the United States, if 
present rates continue, anticipates in 1980 almost 
double the number of deaths in 1940. In South Caro- 
lina, a five percent increase in cancer deaths occurred 
from 1946 to 1947. On this basis one might anticipate 
doubling of the cancer death rate in South Carolina 
within twenty years although such assumption would 


probably be invalid. Actually a definite and rapid in- 
crease in reported cancer deaths may be forecast for 
South Carolina. The national crude death rate for 
cancer for 1947 was 132.4, for the South Atlantic 
States 98.0 and for South Carolina 72.2 per 100,000 
estimated population (Table 1). As medical care 
improves generally, accuracy of certification will in- 
crease and this state will approach the national rate. 


Cancer was the second most frequent cause of death 
in the United States in 1947. In South Carolina, can- 
cer was fourth in 1946 and in 1947 equal to 
nephritis as the third most frequent cause of death. 
One phase of cancer statistics which has not received 
sufficient emphasis is the incidence of malignant dis- 
ease during childhood. This may not be appreciated 
unless compared with other common causes of death 
between the ages of one and fourteen (Table 2). The 
tendency to “think of cancer” almost exclusively in 
the late middle age and elderly patients leads to in- 
accurate diagnosis in the younger age group. Actually, 
a substantial percentage of cancer cases is found dur- 
ing the first four decades, even though the majority of 
cases occur later. 

Detailed reviews of these statistics which have been 
published repeatedly are unnecessary. As the percent- 
age of population in the higher decades increases, the 
actual rate of cancer will increase. With improved 
methods of diagnosis, the apparent rate of cancer will 
increase. Finally, when all cases of cancer are re- 
ported immediately after diagnosis, a valid index of 
the incidence of malignant disease will be available. 
Agencies in the various states are attempting to reach 
this latter objective. 


Efforts to decrease the death toll from cancer are 
































TABLE 1 
| 1947 
SOUTH soUTH | SOUTH 
CAROLINA CAROLINA ATLANTIC | UNITED 
1946 1947 | STATES STATES 
Deaths Rate Deaths | Rate Rate Rate 
Cancer 1337 70.0 1409 | 722 | 98.0 132.4 
Heart Disease 3539 185.4 4151 212.8 251.1 321.2 
Intracranial 
Vascular lesions 1808 94.7 1819 93.2 | 94.8 91.4 
Nephritis 1478 77.4 1409 72.2 | 72.0 56.0 
Tuberculosis 562 29.4 557 28.5 | 37.6 33.5 
Diabetes 259 13.6 348 | 178 | 19.4 26.2 

















Comparison of deaths and death rates for several common diseases. Rates per 
100,000 estimated midyear population. From Vital Statistics—Special Reports, United 
States Public Health Service 29:59, November 1, 1948 and 31:40, July 11, 1949. 
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TABLE 2 

AGE | 1-4 5-9 | 10-14. 
Cancer 4.9 3.1 ; 3.3 ~~ 
Tuberculosis 82 | 27 4.1 
Diphtheria 5.7 2.4 0.7 
Poliomyelitis 2.3 3.3 3.0 
Measles 4.9 1.9 0.6 
Appendicitis 2.3 2.1 2.1 





Comparison of death rate due to cancer in 
children with several other common diseases. 
Rate per 100,000 estimated population in specific 
age group. Vital Statistics—Special Reports, 
United States Public Health Service, 29:163, 
February 28, 1949. 


being made in every conceivable form, ranging from 
the most fundamental studies in the physiological 
chemistry of the cell to the establishment of cancer 
detection centers. The Atomic Energy Commission, 
the American Cancer Society and the United States 
Public Health Service are three of the many national 
agencies who are conducting, directing or subsidizing 
basic clinical studies of malignant disease. In the State 
of South Carolina eight district cancer clinics have 
been established for the diagnosis and treatment of 
indigent patients with malignant disease. These have 
been made possible by a legislative grant. At the 
Medical College of the State of South Carolina, a 
Medical College State Cancer Clinic has been estab- 
lished for the purposes of research in cancer and the 
teaching of malignant disease. It also serves as a 
referral center for the more unusual cases of cancer 
from other districts. Both Federal and State grants 
support this clinic. 

In spite of intensive research for the cause of can- 
cer, for means of earlier diagnosis and for more 
effective methods of treatment, today the greatest 
possibility for reduction of cancer morbidity and 
mortality lies in early diagnosis followed by ap- 
propriate treatment. By early diagnosis is meant 
recognition of the malignant process early enough to 
permit total eradication of the lesion by present 
methods. Obviously, in some lesions such as leukemia, 
such eradication is not possible. In this and others, 
the process will be incurable by the time the first 
symptoms are noted. In the majority of tumors, how- 
ever, such as skin, cervix, breast, esophagus, lung, 
stomach and colon, if the malignant tumor is still 
localized at the time of diagnosis, hope of cure can 
be held. Unfortunately many patients come for 
definitive treatment only after invasion into contiguous 
structures or metastatic spread has occurred. If the 
patient, through neglect, ignorance or both, fails to 
seek competent advice after the onset of symptoms or 
the physician, having been consulted early fails to 
give competent advice, early. diagnosis will be un- 
likely. Where does the culpability lie? At the Mem- 
orial Hospital it was found in the period 1923-1938 
that responsibility for delay in diagnosis was on the 
patient alone in 44.3% of cases and on the physician 
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alone in 17%. In the year 1946, responsibility was on 
the patient in 32%, a decided decrease, whereas 
responsibility was on the physician alone in 27.8%, 
an equally decisive increase. With regard to the local 
situation, a study to determine responsibility for delay 
in cancer diagnosis is only now being initiated, so that 
no definite statement can now be made. The impres- 
sion has developed, however, that patients in this 
vicinity are being sent in to the clinic by local physi- 
cians very promptly when malignancy is suspected. 

Whereas improvement in cure rates for cancer is 
now dependent to a large extent on early diagnosis, 
appreciable advances in the problems of malignant dis- 
ease have taken place and greater advances may be 
anticipated within the next few years. The Atomic 
Energy Commission has made available radioactive 
isotopes for the pursuit of investigations ranging from 
the most basic aspects of cellular metabolish to the 
treatment of patients with malignant disease. From 
some of this work, for example, a better understanding 
of nucleic acid and nucleo-protein has already come. 
Tracer studies have added to the knowledge of many 
phases of body metabolism. The use of radioactive 
iodine for carcinoma of the thyroid and radioactive 
phosphorus for leukemia is well known. Extensive 
screening studies in animals and later clinical in- 
vestigations in patients are being carried out with 
materials such as _ nitrogen mustard, urethane, 
aminopterin and related compounds. Hormones as 
possible causative factors or therapeutic agents are 
likewise under study. Stilbesterol in advanced car- 
cinoma of the prostate and testosterone for bone 
metastases from carcinoma of the breast have been 
practical applications of these studies. Earlier diagno- 
sis by cytologic methods as employed in the Papa- 
nicolaou technic is the subject of widespread in- 
vestigation. In surgery, advances in non-specific 
instances such as anesthesia, antibiotic and chemo- 
therapeutic agents, blood replacement and fluid and 
electrolytic balance have made possible more ex- 
tensive operative procedures with lower mortality 
rates. In thoracic surgery particularly, rapid advances 
have made possible resection of lung, mediastinal and 
esophageal tumors which previously were considered 
incurable. Resections for pancreatic and bile duct 
neoplasm, and more radical removal of stomach and 
colon carcinoma are now commonplace. A much better 
understanding of melanomas and soft tissue sarcomas 
has been evolved with appropriate radical excision. 

These are just a few of the many advances which 
have been made and the problems which are being 
studied. The publications related to cancer are now 
so numerous that no one physician can be expected 
to keep up with all studies of malignant disease. It 
is proposed, therefore, during this year, to review 
the clinical aspects of the more common malignant 
tumors. The early symptoms and signs and the per- 
tinent diagnostic procedures will be emphasized. Cur- 
rent methods of accepted treatment will be discussed. 
Should sufficient interest be apparent, more com- 
prehensive papers related to various aspects of cancer 
will be published. 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1949 


1. Cooperation 


To promote closer cooperation and 
better understanding between _ all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical eare for the indigent. 


5. Public Health 


To support the South Carolina State 
Soard of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tions. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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A. M. A. DUES 


That the House of Delegates of the American Medi- 
cal Association, at its recent session in Washington, 
decided to reauire dues of its members came as little 
surprise to most physicians. The remarkable thing is 
that while other organizations have collected dues as 
an accepted part of membership, the A. M. A. went 
through years of 


existence without taking such 


action. 


The vote for requiring dues was unanimous. There 
was some discussion as to who was liable for dues 
and by whom they should be collected. The decision 
reached was that all members of county medical 
societies who are actively engaged in practice are 
liable for dues and that they shall be paid through 
the county medical societies. 


It is our feeling that the members of our Associa- 
tion will not only see the wisdom of the action which 
has been taken but will enthusiastically support the 
A. M. A. with their $25.00 as well as with their 
scientific and moral support. 


CHRISTMAS CARDS 


As this is being written we have just stamped the 
last Christmas card and it is now ready for mailing. 
There comes a feeling of relief and satisfaction that 
the task has been completed and there comes that 
perennial whisper, “Is it all worth the trouble?” 


That the Christmas season is becoming grossly 
commercialized is obvious. The true spirit of the 
occasion is so oft forgotten in the hurly-burly of shop- 
ping and of festive celebrations. Children look upon 
the day as one of personal gain and pleasure and the 
clouds become dark if some desired gift is not forth- 
coming. Christmas carols with all their beauty are 
being used as a means to draw more customers into 
places of business. Christmas Day itself is celebrated 
as a glorious holiday with little thought for Him 
whose birthday we honor. 


Perhaps the spirit of the occasion can be found in 
the handclasp and exchange of greetings and be- 


tween old friends as they wish, each for the other, 
the joys of the season. 


As we open the envelopes and read the cards which 
come to us, memories of the past crowd upon each 
other. Here is a card from little Johnnie—we recall 
the night when he had a convulsion. Here a card 
from Bill—we were in medical school together and 
our paths cross at rare intervals now, but each Christ- 
mas still brings his message of good cheer. Here a 
card from the Browns with a picture of the whole 
family—how the parents have aged and the children 
grown since first we knew them. And so it goes. 


The addressing and stamping of Christmas cards 
may become a bit tiresome, but the returns far out- 
weigh any effort we may expend. We hope those who 
receive them will feel the same glow of quiet joy as 
we do when we receive the messages of Christmas 
wishes from our friends, old and new. 


THE FIRST ANNUAL 
FRANK HILTON McLEOD 
MEMORIAL SCIENTIFIC ASSEMBLY 


A new annual medical meeting of unusual interest 
to the practitioner was inaugurated on the afternoon 
of December 15 when the staff of the McLeod In- 
firmary in Florence held the first of a series of pro- 
grams dedicated to the memory of the founder of 
the Infirmary, Dr. Frank Hilton McLeod. Whether 
by design or not, the fact that the majority of the 
speakers were recent or relatively recent additions to 
the staff served to introduce these men to the visitors 
and to demonstrate the growth of the staff. 


It is unfortunate that the foul day that the weather 
man served up for the occasion kept many physicians 
from attending, but even at that approximately 
one hundred braved the rain and sleet to be present. 
Those who missed it would have been particularly 
pleased by the obvious efforts of the specialists taking 
part in the program to keep their discussions confined 
to subects of daily use to the general practitioner, 
and by the firm hand of Dr. O. T. Finklea in keeping 
the presentations running on schedule. 


an 
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Speakers on the afternoon program were Dr. George 
Smith on everyday dermatological problems; Dr. 
Gordon H. Bobbett on the problem of vertigo; the 
significance and treatment of pyuria by Dr. Eugene 
Guyton; the care of premature babies by Dr. Walter 
M. Hart; and Dr. Roland Zeigler on pre-natal care. 
These talks were topped off by a clinical-pathological 
conference ably conducted by Drs. Walter Mead and 
Joseph McMeans. 


The meeting then adjourned to the Florence 
Country Club for a pleasant social hour and banquet 
under the genial auspices of Dr. Percy Hay. After 
dinner speakers were Dr. Henry Rigdon, who spoke 
on what chest surgery has to offer the general prac- 
titioner, and Dr. M. R. Mobley, who closed the meet- 
ing with a fitting tribute to Dr. Frank Hilton McLeod. 


John A. Boone, M. D. 


INDUSTRIAL COMMISSION 


The legislative committee studying the workings of 
the Industrial Commission extended an invitation for 
physicians to appear before it to present such in- 
formation or suggestions as seemed appropriate. A 
group from the South Carolina Medical Association 
headed by Drs. Frank Owens, O. B. Mayer, Roderick 
Macdonald, and Mr. M. L. Meadors appeared and 
spoke. During the discussion it was brought out that 
the professional fee schedule had not been adjusted 
for a number of years and that such a revision was 
in order. To achieve such an end a committee from 
our Association has been appointed to meet with 
members of the Legislative Committee for general 
discussion. It is our understanding that any fee 
schedule which this group might elaborate would be 
submitted to either the Council or the House of 
Delegates for further study. 


Members of this special committee are Drs. Frank 
Owens of Columbia, Chairman, Roderick Macdonald 
of Rock Hill, Edward F. Parker of Charleston, Augusta 
Willis of Orangeburg, and H. F. Hall of Columbia. 
Any members of the Association who have suggestions 
to make should transmit them to some member of the 
committee. 

Dr. Paul H. Culbreath of Ellenton has recently 
been appointed medical adviser to the Commission 
and will work with the committee. 


MERGER OF 
ARMED FORCES MEDICAL JOURNALS 
ANNOUNCED BY DEPARTMENT 
OF DEFENSE 


Consolidation of the professional medical publica- 
tions of the armed forces into a “U. S. Armed Forces 
Medical Journal” and its supplement, the “Medical 
Technicians Bulletin of the U. S. Armed Forces,” 
was announced today by Secretary of Defense Louis 
Johnson. 
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The new medical journal, scheduled for monthly 
publication beginning with the January 1950 issue, 
will replace the “Bulletin of the U. S. Army Medical 
Department” and the “U. S. Naval Medical Bulletin.” 
The Air Force, whose separate medical department 
was created last July, bas not had a similar journal. 

General policies for the guidance of the publications 
will be established by Dr. Richard L. Meiling. 
Director of Medical Services, with operations carried 
out through a newly-created Armed Forces Medical 
Publications Agency, which has been assigned to the 
Navy's Bureau of Medicine and Surgery. 

Each of the three services will be represented on 
the editorial staff, with the Navy member serving as 
the first editor-in-chief. Dr. Meiling has not yet an- 
nounced the individuals selected for the editorial 
staff. 

The journal will contain professional and scientific 
papers by physicians, dentists, nurses, and other 
professional personnel, as well as administrative 
material on the Army, Navy, and Air Force medical 
programs. The “Medical Technicians Bulletin” will 
be devoted to improving the technical proficiency of 
enlisted medical personnel and will be published 
every other month. 


SOUTHEASTERN SURGICAL CONGRESS 


The Postgraduate Surgical Assembly of the South- 
eastern Surgical Congress will be held at the Shore- 
ham Hotel, Washington, D. C., March 6, 7, 8, and 
9, 1950. Forty outstanding surgeons are scheduled for 
papers on the program. Further information concern- 
ing the Assembly may be obtained from Dr. B. T. 
Beasley, 701 Hart Building, Atlanta 3, Ga. 


GEORGIA SOCIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


The Georgia Society of Ophthalmology and 
Otolaryngology will hold its annual meeting at the 
General Ogelthorpe Hotel in Savannah, March 3-4, 
1950. Members and guests are invited to make their 
reservations directly with the hotel. Registration fee 
for the lectures is $20.00. 


CONGRESS ON INDUSTRIAL HEALTH 


The tenth Annual Congress on Industrial Health 
will be held at the Roosevelt Hotel in New York City, 
Feb. 20-21, 1950. 


MEDICAL AND SURGICAL SYMPOSIUM 


The Watts Hospital in Durham, North Carolina, 
is putting on a two-day Medical and Surgical 
Symposium which will be held in the Carolina 
Theater in Durham on February 15 and 16, 1950. 
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ie following men will be on the program: 


Dr. Donald S. King 
1101 Beacon Street 
Brookline, Mass. 

Dr. Byrd S. Leavell 
University of Virginia 
Charlottesville, Va. 


Dr. Wayne Rundles 
Duke University 
Durham, N. C., 

Dr. M. C. Sosman 
Peter Bent Brigham 


*, Edward Davis 
iiversity of Chigago 
ticago, Ill. 

. Malcolm Dockerty 
iyo Clinic 

chester, Minn. 





. Mims Gage 
‘hsner Clinic 
»w Orleans, La. Brookline, Mass. 
*. Russell Haden 
ightberry Farm 

ozet, Va. 

-. T. Hale Ham 
vorndike Mem. Hosp. 


Brookline, Mass. 


1e Boston City Hosp. 
oston, Mass. 


Dr. Robert R. Linton 
1180 Beacon Street 


Dr. Richard Overholt 
1101 Beacon Street 


Dr. William Parson 
University of Virginia 
Charlottesville, Va. 


Hospital 

Boston, Mass. 

Dr. Shields Warren 

New England Deaconess 
Hospital 

Boston, Mass. 





THE TEN POINT PROGRAM 


M. L. MEADORS., DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 





THE YEAR AHEAD 


1949 is history. 1950 lies ahead. 


This is a year of real challenge to the medical 
rofession. Already innovations have appeared. For 
he first time in history, members will be paying dues 
o the American Medical Association. Plans have been 
aid for a continuation of the Educational Campaign, 
che results of which, so far, have been excellent. 


The Medical within the next few 


months, will be carrying a heavy burden of re- 


Profession, 


sponsibility. Not simply its own welfare and destiny 
are at stake, but to a large degree, the future of the 
Democratic system of government. 


All these things have been said before and _ their 


repetition is doubtless becoming monotonous, but 
they cannot be repeated too much or too often, as 
long as there is any substantial number of doctors who 
fail to recognize their responsibility to the profession 


as a whole, and to the nation. 


Responsibility is not new to the physician. Re- 
sponsibility for the welfare and the lives of others is 
an old story to him. It has been his daily companion— 
the discharge of such responsibility has been his 
bread and meat throughout his entire professional 
life. In thus assuming responsibility in a different 
phase of life, he is not on entirely new ground. If the 
same effort, the same interest and the same devotion 
are applied as in the practice of his profession, suc- 
cess is definitely assured. 


1950 — MEDICINE’S ARMAGEDDON 


American medicine, during 1949, became a well- 
organized, powerful fighting force for freedom, It 
met its enemies, in spectacular contest before the 
people, and its enemies gave ground. At the 1949 
session of Congress, the fight for Compulsory Health 
Insurance was abandoned, even though The White 
House itself had become a sounding board for the 
socializers. 

We have come a long way in a short time. Ameri- 
can medicine is stronger today than at any other time 
in its history, bulwarked by the support of hundreds 
of other groups and millions of aroused citizens. But 
we would be foolish, indeed, if we assumed that the 
final victory had been won. 

The advocates of socialized medicine, at the start 
of 1949, 
under violent attack from those who would destroy 


were in full cry. American medicine was 
it, or reorganize it as a political arm of the Govern- 
ment. Medicine's critics, at the moment, are falling 
back, waiting for public vigilance to relax—and hoping 
that American doctors will tire of the battle and let 
their guard down. 

But the Battle of Armageddon—the decisive strug- 
gle which may determine not only medicine's fate but 
whether State socialism is to engulf all America—is 
still ahead of us. That fight may be lost or won in 
next year’s Congress, or in the 1950 Congressional 
elections. 

The strategy of our A. M. A. National Education 
Campaign—and the conduct of that campaign—have 
sound. Even the tactics of enemies are 


been our 
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grudging admission of it. The tide of battle actually 
turned when American doctors, to the astonishment 
of their critics, refused to turn away from con- 
troversy—and instead embraced it as a means of 
getting the facts before the people. We are on the 
defensive no longer; we are conducting a hard-hitting, 
affirmative campaign—and we must maintain that 
offensive. 

American medicine’s fight will not be completely 
won until we have mobilized overwhelming support 
from the American public—and until we have pro- 
vided the vast majority of the people with sound 
Voluntary Health Insurance. We have 
tremendous strides toward both goals. More than 
61,000,000 people are now enrolled in hundreds of 
competing Voluntary Health 
throughout the Nation. But we must help to improve 
and extend the benefits under these systems, as well 
as expand their memberships. 


made 


Insurance systems 


Let’s reach our objectives in 1950. Let’s face our 
Battle of Armageddon, proud to carry the banner for 
American medicine—and our American way of life. 


ELMER L. HENDERSON, M.D., 


Chairman of the Coordinating Committee 
National Education Campaign 
American Medical Association 


ENROLLMENT CAMPAIGN SUCCESSFUL 


As this is written, reports from the Committee on 
Physician Enrollment for participation with the Blue 
Shield Plan are most encouraging. It now appears 
that the necessary number of signed contracts may 
be in hand by January 1, 1950, or shortly thereafter, 
and if that proves to be the case, it is entirely possible 
that the Plan may be in operation by the time this 
is read. 


The success in thus completing the necessary pre- 
requisites for activating the Blue Shield Plan is, of 
course, just what was expected. There was more delay 
than had been anticipated, but once the majority of 
the physicians fully understood the purport of the 
agreement, they were being asked to sign. there was 
no further difficulty. 


Blue Shield, or the nonprofit prepayment plans 
operating according to the same general principles, 
have proved satisfactory in most places where they 
have been organized. With the cooperation of the 
profession in South Carolina, and sound, conservative 
business administration, such as is proposed by the 
Board of Directors, there is every reason to believe 
that the South Carolina Plan, too, will be successful 
and will serve to fill a need that has not been other- 
wise supplied. As the Plan progresses, benefits will 
be extended and probably in the very near future, 
limited medical coverage will be made available, and, 
therefore, the services of additional physicians needed 
for patients who are subscribers to the Plan. 
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EDUCATIONAL CAMPAIGN REPORT 


The 1949 Campaign Report of the Coordinating 
Committee of the National Education Campaign of 
the A. M. A. 
record of the developments last year, and the progress 


contained a concise and impressive 
made by the medical profession in the fight against 


Compulsory Health Insurance. 


Although this report to the Board of Trustees and 
House of Delegates of the A. M. A. has been mailed 
to all 
pressed with some of the facts it contains, that we 
believe they will bear repetition here. The statement 


members of the Association, we are so im- 


of Dr. Elmer L. Henderson, reprinted above, is to 


our minds one of the most concise, accurate, and 
forceful expressions on the subject which has yet 
appeared. Other statements quoted from the Report, 
marking stages in the development of the fight and 
the advances made by the profession in 1949, are 


these: 

“Welfare” by Compulsion Comes Under Suspicion. 
campaign, that 
what the State gives it first takes away twofold, has 


American medicine’s emphasizing 
sharpened public vigilance. Influential magazines and 
newspapers are becoming increasingly alert to the 
dangers of a regimented “Welfare State.” They are 
reminding the people that Compulsory Health In- 
surance carried the threat of Government control over 
all phases of American life. 


Growing Voluntary Systems—The People’s Answer! 
Under the stimulus of medicine’s crusade, America’s 
voluntary prepaid health plans are growing at the 
phenomenal rate of nearly a million members a month. 
Mounting public acceptance of Voluntary Health In- 
surance, according to press reports, is the answer of 
freedom-loving Americans to a Compulsory System. 


A Blow for Freedom. American medicine scored a 
decisive victory in the fight against political controls 
when the U. S. Senate emphatically rejected a plan 
to give Federal Security Administrator Oscar Ewing 
Cabinet status with greatly increased powers over 
all health activities. This was followed by another 
victory in a_ special 


Pennsylvania Congressional 


election. 


The Attack That Failed. Misuse of Federal police 
powers to intimidate leaders of American medicine has 
aroused press condemnation in all sections of the 
country. Reactions of newspaper editors indicate that 
the antitrust investigations of Medical Societies have 
backfired against the advocates of socialized medicine. 


Battle Lines Forming for 1950. Federal bureaucrats 
are blue-printing new plans to make the American 
people swallow the bitter pill of political medicine. 
News writers look for a crucial test of the Compulsory 
Health 1950. The Freedom 
Campaign of American medicine must meet that test. 


Insurance issue in 


It is important that the facts set forth in the Report 
and the plan of campaign be borne in mind by the 
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individual physicians. The plan and the facts which 
demonstrate its feasibility leave no place any longer 
for the defeatist attitude which was previously ex- 
pressed in some quarters in the profession. The 
enactment of this socialistic legislation is not a fore- 
gone conclusion, nor by any means a certainty. On 
the contrary, the profession, having won to its side 
important and influential sentiment, is definitely gain- 
ing in the struggle. 


These factors should be borne in mind by the 
doctors and should influence strongly their action as 
individuals, and the efforts by the county and state 
medical societies. 


1950—with the second session of the present Con- 
gress, the political campaign, and the elections next 
fall—will be the crucial year. The tide can definitely 
be turned. 


RE: ASSOCIATION DUES 


“My truckdriver husband paid $86 to his Union 
last year, just for belonging. He says some Unions 
already are asking for more for their political cam- 
paign. How come the doctors can run their Cam- 
paigns for an assessment of $25?” 


That question, posed in one of the many letters 
stimulated by the National Education Campaign of 
the A. M. A., sent a researcher to the telephone at 
the request of the Board of Trustees. 

Here are fees reported paid just for membership, 
not for special activities, by members of typical 
organizations: 

Teamsters Union local: 


Initiation Fee ~~ —— 


Annual Dues tense diced ae 
an ee 45.00 
American National Retail Jewelers -.....- 150.00 
Chicago Newspaper Guild, on earnings of 

3100 ner week ....................... @300 
Insurance Men, Typical Groups _-..-.---. 50.00 
Purchasing Agents ..............<.<-.<. 35.00 
Motion Picture Operators ..........----- 42.00 


From the 1949 Campaign Report. 


AN APPEAL TO THE POCKET-BOOK* 


There is ample evidence that a majority of physi- 
cians believe that status quo in medical practice is 
neither possible nor desirable. While they are un- 
alterably opposed to compulsory health insurance, 
they have supported changes proposed by their 
leaders in an effort to make medical care more 
readily available to the people at a cost within their 
means. Some may not have been too enthusiastic 
about the proposals adopted but at least they have 
done what was asked of them. 


*Reprinted from the November 1949 issue of the 
Medical Annals of the District of Columbia. 
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By far the greatest number of physicians have had 
little patience with combative die-hards who oppose 
any change. They resent deeply those within their 
ranks who stir up controversy by appeals to prejudice. 
They look with disfavor upon their colleagues who 
resort to questionable tactics in opposing a Govern- 
ment system of medical care. But their displeasure is 
equally visited upon public officials who resort to 


the same methods. 


Oscar R. Ewing, Federal Security Administrator, 
although vocal on the subject, has on occasions re- 
vealed a sad lack of knowledge about health matters. 
He has not been above frankly appealing to prejudice 
in an effort to gain support for the Administration’s 
health insurance program. On occasion his Wall 
Street background comes to the fore. He is again the 
business man driving a bargain. 


An example of the latter were statements made by 
him in an address before the National Association of 
Retail Druggists last September. As usual, he had 
nothing good to say for the American Medical Asso- 
ciation. That was to be expected because he and the 
AMA have been “feudin’” for some time now. What 
surprised your observer was not Mr. Ewing's bid for 
NARD support of the Administration’s health insur- 
ance scheme but that his appeal was based on in- 
creased profits for druggists. 


Listen to this! 


the President’s health program is not simply 
a series of isolated recommendations. It is a carefully 
formulated plan of operation for which all the con- 
stituent elements are essential if the plan is to click. 
National health insurance and the distribution of 
medical purchasing power is a very important element. 
It is the animating factor which gives life and vitality 
to the whole project. 


“In all this I do not see how the retail druggist can 
fail to profit enormously. As to your own status under 
National health insurance, there is nothing which 
would in any way disturb your present method of 
doing business. You are, of course, aware that only 
the unusually expensive drugs and medicines—those 
not ordinarily handled over most drug counters— 
would be paid for out of the National insurance fund. 
For the rest, you would have exactly the same cash 
register relationship with your customers that you 
do now. 


“But the relationship, it seems to me, should be a 
very happy one. With literally millions of additional 
patients seeking out doctors for medical advice, your 
volume in drugs and medicines should show a cor- 
responding gain. Certainly, the more patients there 
are seeking medical advice, the most customers there 
will be handing their prescriptions across your 
counters. And certainly there is no reason to suppose 
that, for their minor ills, the American people will 
give up their well-entrenched habits of relying on 
tested and useful proprietary remedies. My own guess 
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is that in such an expanded market you will sell more 
aspirin and more mineral oil. 

“Beyond this, your customers as a whole will have 
relatively more money to spend for drugs and medi- 
cines than they do now. And this is something I 
think most of you gentlemen may have overlooked. 
In the event of an illness, all doctors’ and hospital 
bills will be met out of the insurance fund. No pa- 
tient will have to worry about those expenses. For 
that reason, the cost of ordinary drugs and medicines 
will present much less of a problem to the average 
pocketbook. In fact, it would be the only medical 
cost that would require outright money in hand. As 
a consequence, there would be far less tendency to 
economize on drugs than if it represented only one of 
the many and heavy expenses of a serious illness. As 
for your purposes, gentlemen, that should be all to 
the good.” 

The druggist were not taken in by the Federal 
Security Administrator's promises. Mr. Robert L. 
Lund, President of the St. Louis Colleges of Phar- 
macy, called it “an appeal to the pocketbook rather 
than to principle,” which it certainly was. 


SIR STAFFORD’S TREATMENT 


A picture of Sir Stafford Cripps on the cover of 
a recent edition of “World Report” reminds us of 
the following editorial from the Richmond News- 
Leader, of July 26, 1949. It appeared not long ago 
in the Journal of one of the other State Medical 
Associations. 

“We read with somewhat mixed feelings that the 
slightly acidulous look on Sir Stafford Cripps’ face 
is due to a digestive complaint and not an ideological 
preference for the austerities of Socialism. While ex- 
tending Sir Stafford our sincere sympathy, we must 
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view his departure on advice of his physicians to 
undergo special treatment in Switzerland as a sad 
blow to the prestige of the British Health Plan. 

For more than a year now we have been taught to 
believe that British socialized medicine was all- 
inclusive, cradle-to-the-grave, womb-to-the-tomb. We 
have been told that it covered rich and poor, every- 
thing from treatments for a simple cold to ap- 
pendectomies, one to a customer. We have heard 
that it provides any and everybody with all the out- 
ward props that ingenious man has devised to bolster 
for a little time his inevitably disintegrating body. 
False teeth - dentures — upper and lower, crowns, 
bridges and pivots—spectacles, glass eyes, artificial 
limbs, crutches, hearing aids and wigs are all on the 
house. 

“We have been told that if an Englishman doesn’t 
like the shape of his nose or the size of his ears, a 
government plastic surgeon will supply others more 
to his taste. We have been assured that government 
psychologists are on tap to cure maladjustment to 
working environment, that government psychiatrists 
are at hand for the care of insane aunts. 

“Goggled-eyed, we have learned that a Briton may 
have free trips to the seashore and a Tree pram for 
the baby by securing a card of a certain color, and 
that free pills, poultices, plasma or penicillin, can be 
had by the simple expedient of filling out a form. 

In fact, we have heard that the amount of 
ink, red or black, that has been used to operate the 
British Health Plan for one year staggers the 
imagination and has almost staggered Britain. 

“But when the Chancellor of the Exchequer turns 
up with indigestion, British socialized medicine con- 
fesses it is licked. We hope the special treatment in 
perennially solvent Switzerland will effect a lasting 
cure,” 





ABSTRACTS 





Altemeier, W. A.: Newer Antibacterial Agents in 
Surgery: Surgical Clinics of North America; 
1285-1300; October, 1949. 


Bacitracin, polymixin or aerosporin, aureomycin and 
chloromycetin are the most promising of the newer 
antibacterial agents and are being thoroughly in- 
vestigated clinically. 


Bacitracin is an antibiotic agent whose clinical 
indications are essentially the same as those for 
penicillin. The initial parenteral dose is 10,000 units 
intramuscularly every 6 hours for 48 to 72 hours. If 
no signs of nephrotoxicity appear it may gradually 
be increased up to 30,000 units. It may be used 
topically with practically no evidences of toxicity. 
Its chief drawback is its nephrotoxicity. 


Polymixin or aerosporin has a highly selective anti- 
bacterial activity for gram-negative bacteria, its 
antibacterial efficiency being similar to streptomycin. 
Polymixin is bactericidal in action and organisms 
susceptible to it do not seem to develop a resistance. 
Six mg. per kilogram of body weight every 4 hours 
is the recommended parenteral dose. Evidences of 
toxicity—vertigo, headache, albuminuria and hema- 
turia—occur in 1/3 of the cases treated. 

Aureomycin is particularly promising. It manifests 
equal antimicrobial activity against penicillin-re- 
sistant cocci as well as against streptomycin-resistant 
micro-organisms. There is increasing evidence of its 
antirickettsial and antivirus activity. 750 mg. is ad- 
ministered orally every 6 hours. It may also be used 
intravenously. Incidence of toxicity is extremely low. 
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Chloromycetin appears exceedingly promising. Its 


antivirus and antirickettsial activity has been very 
effective and significant, only the oral route of ad- 
ministration is recommended at present. The initial 
dosage is usually 50 to 75 mg. per kilogram of body 
or 4 


Practically no toxic reactions have been observed. 


weight followed by .25 gm every 3 hours. 


Crawford, W. and Evans, D. H.: Hyaluronidas in 
Pediatric Therapy; Lancet; No. XII of Vol. 11, 
505, September, 1949. 


The authors have used the enzyme, hyaluronidas, 
together with subcutaneous infusions of saline and 
glucose or plasma and glucose in 39 infants with 
varying degrees of dehydration. Their results confirm 
that this is a harmless procedure which greatly en- 
hances both the amount of fluid that can be injected 
and the rate at which it is absorbed. They have found 
it to be of undeniable value in the rehydration of 
infants with gastro-enteritis, in allowing almost im- 
mediate operation in infants with pyloric stenosis who 
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are dehydrated ,in the treatment of such conditions as 
and in in- 
creasing the protein and fluid intake in premature 


severe inanition fever in the newborn, 
babies. They have also found the absorption of even 
larger quantities of subcutaneous fluid to be com- 
paratively painless because of the lowered tension 
resulting from the hyaluronidase. 

The authors’ source of hyaluronidase was bovine 
mg. of the 
hyaluronidase 1 ml. if distilled water was added im- 


mediately and 


serum. To 1 powdered freeze-dried 


before use tested for “spreading” 
activity, allergic effects, and toxicity. 

The anterior abdominal wall was used for sub- 
cutaneous infusions—one needle inserted laterally to 
side of the The described 
solution was then injected through the rubber tubing 
about one inch from the needle as soon as the flow 
of fluid began. The time taken to run in 200-250 ml. 


of fluid averaged about thirty minutes. 


each umbilicus. above 


Since the authors have been using hyaluronidase, 
preoperative intravenous therapy has been practically 
abandoned. 





SOUTH CAROLINIANA 


J. i. 


WARING, M.D., CHARLESTON, S. C. 





THE TREATMENT OF BILATERAL APICAL 
PULMONARY TUBERCULOSIS 
Wilson, David A., Greenville, Southern 
15:179-187, March 1949. 
A review is offered of the problems concerned with 


Surgeon. 


bilateral tuberculosis, especially when there is cavita- 
tion bilaterally. It is pointed out that the operative 
procedure of choice for bilateral apical cavitation is 
extra-pleural apicolysis, using the plastic “lucite” as 
the plombage material, especially after a thoracoplasty 
has already been performed on one side. The opera- 
tion is performed under local anesthesia. Fifteen pa- 
tients with bilateral apical cavitation are reported as 
having been treated by this method during the past 
three years. Six of had 
satisfactory results. Two patients died some months 


these patients have very 

after operation. The remainder of the patients are 

still under treatment and the end result cannot yet 
be ascertained. 

ACUTE MESENTERIC LYMPHADENITIS 

Postlethwait, R. W., Charleston, and Campbell, 
Frank H., Columbia, Arch. of Surgery, 59:92-100, 
July, 1949. 

An excellent review of the literature, incidence, 
history, physical findings, and problems in the differ- 
ential diagnosis between mesenteric lymphadenopathy 
and acute appendicitis is offered in a review of 268 
cases of acute mesenteric lymphadenitis. 

HOW MAY A PROCTOLOCIGST BEST SERVE 
HIS PATIENTS AND THE PROFESSION 
Brockman, W. T., Greenville, Sou. Med. J. 42:- 

588-591, July 1949. 


The cardinal principles upon which the successful 
practice of any phase of medical science are based, 
are clearly and ably discussed. 

HEMOSTASIS IN PARTIAL RESECTION OF 
THE LIVER 

M., and Wallace, Thur- 

Spartanburg, Sou. Med. J. 42:52-53, Jan. 


Case Report. Colvin, E. 
man_ T., 
1949. 

A case is presented in whom the left lobe of the 
liver was removed because of severe laceration, and 
hemostasis was secured successfully with a large piece 
of gelatin sponge. 


GELATIN SPONGE IN CARDIAC 
VALVULOTOMY 
Report of 2 Cases. Stallworth, J. Manly and Smithy, 
Horace G., 25: 738-743, May 
1949. 
There are reported two cases of severe hemorrhage 
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from wounds of the auricular wall during the course 
of operation for the relief of mitral stenosis among a 
total of eight patients. Bleeding could not be stopped 
with sutures but was controlled completely by the 
direct application of dry absorbable gelatin sponge 
to the auricular wound. 


THE MANAGEMENT OF SEVERE BLEEDING 
FROM GASTRIC, DUODENAL, AND 
JEJUNAL ULCERS 
Sandusky, Wm. R., Charlottesville, Va., and Mayo, 
Henry W., Jr., Charleston, The Southern Surgeon, 

Vol. XV, No. 2, Feb. 1949. 


It is pointed out that massive hemorrhage is the 
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primary cause of a large percentage of hospital ad- 
missions in patients with gastric, duodenal, or 
jejunal ulcerations. The expected mortality rate, re- 
gardless of the method of treatment is between 10 
to 15 per cent. If the bleeding continues to be severe 
after twenty-four hours of non-operative treatment, 
operation is recommended. The operation of choice 
is partial gastric resection. The mortality from such 
operations is high but it is considered that the risk 
of surgery is probably less than that of continued 
hemorrhage in those patients who fail to improve 
within the above length of time. 

MORTALITY FOLLOWING PROSTATIC 
SURGERY WITH SPECIAL REFERENCE 
TO THE ROLE OF CHEMOTHERAPY 
Chappell, Buford S., Columbia, and Vest, Samuel 
A., Charlottesville, Va., Southern Surgical, 15:87-90, 

Feb. 1949. 

A study of the causes of death following pro- 
statectomy before and after the advent of the use 
of chemotherapy is presented. The use of chemo- 
therapy has reduced the death rate from infection 
following operation to such an extent that it is no 
longer a major cause of death. 
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AORTIC VALVULOTOMY 

Smithy, Horace G., Charleston, Southern Med. & 
Surg. 111:7-8, Jan. 1949. 

A patient with mitral stenosis is presented following 
a mitral valvulotomy with a good early result. A 
movie film demonstrating the technique of the op- 
eration on the aortic valve of dog is then described. 
Emphasis is placed upon the use of novocaine in- 
filtrated into the myocardium at the site of the 
introduction of the valvulotome in the prevention of 
cardiac arrhythmias during the manipulation of the 
knife. 

INTRAUTERINE FRACTURES OF THE 

TIBA AND FIBULA 

Dawson, George R., Florence, Jour. Bone & Joint 
Surg. 31A°406-408, April 1949. 

A case is reported with successful treatment by 
osteotomy and _ plating. 

REDUPLICATION OF THE STOMACH 

Report of a case. McCutchen, George T., Columbia, 
Annals of Surgery, 129:926-831, June 1949. 

An unusual case of enterogenous cyst of the wall 
of the stomach is reported. The patient was treated 


successtully by excision of the cyst. 





WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. J. L. Sanders, Greenville, S. C. 


Publicity Secretary: Mrs. Kirby D. Shealy, Columbia, S. C. 





MATERNAL WELFARE EDUCATIONAL 
CAMPAIGN OF GREENVIILE AUXILIARY 


The Greenville County Medical Auxiliary, in co- 
operation with the Maternal Welfare Committee of 
the South Carolina Medical Association, is sponsoring 
a Maternal Welfare Educational campaign for colored 
citizens of our county. The purpose of the campaign 
is to inform these people of the importance of medical 
care or clinic visits all during pregnancy, and to tell 
of any complications which may occur, especially in 
the last three months of pregnancy. We wish to 
eliminate all possible deaths due to eclampsia. 


An organization meeting was held in Phyllis 
Wheatley (negro) Center on October fourteenth with 
twenty-five negro leaders present. Three colored phy- 
sicians attended this meeting and pledged their sup- 
port. 


Dr. J. D. Guess, Chairman of the Maternal Welfare 
Committee of the South Carolina Medical Association, 
was speaker of the evening. He told of the necessity 
of the campaign and what he wished accomplished 
by it. 


An executive committee was appointed of excellent 
negro leaders during this meeting. Twenty areas were 
decided upon which needed the program and chair- 
men were named for these areas. Mrs. David Wilson, 
President-elect, was present to cooperate with our 
health committee. 


The first meeting was held November first at 
friendship Baptist Church, outside our city area. 


‘” 
4 


Nurse Cora Chapman, executive committee chairman, 
presided. A film, “Before the Baby Comes,” was 
shown. This was obtained from our County Health 
Department. The Phyllis Wheatley Center furnished 
the sound projector and the operator. Nurse Chapman 
gave a very good talk on practical pre-natal care. Dr. 
E. L. McPherson gave an excellent talk on “The 
Importance of Medical Care During Pregnancy.” He 
told the group of the importance of visiting the phy- 
sician or clinic as soon as pregnancy was discovered 
and as often as necessary thereafter. He emphasized 
the necessity of visits to the physician or clinic during 
the last three months of pregnancy in order that any 
danger signs might be detected and corrected. 


Mrs. William Schulze, President, Mrs. David Wil- 
son, President-elect, and Dr. Peggy Fisher, legislative 
chairman of the Medical Auxiliary, all were present 
and made excellent contributions to the program. 
Seventy-five people were present. 


Our next meeting will be held November ninth at 
Cavalry Church. Nurse Chapman and Dr. E. E. Me- 
Claren will speak. The film, “Before the Baby Comes” 
will be shown at each meeting. The film, “Human 
Growth” was requested and will be shown at each 
meeting also. 


We are fortunate in our Negro committees and co- 
operative physicians, and we anticipate and will strive 
to accomplish a successful educational campaign. 


Respectively submitted, 
Frances B. Nachman 
Chairman of Health Committee 
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HOW THE WOMAN’S AUXILIARY MAY 
ASSIST THE EDUCATIONAL PROGRAM 


care for them, they must have attended a pre- 
natal clinic or called upon their private physi- 





OF MATERNAL HEALTH 


The following conclusions were reached following 
a conference between representatives of the Woman's 
Auxiliary and the Director of the Maternal and Child 
Health Division of the State Board of Health. 


Decherd Guess who has a roster of speakers 9. Negroes generally have developed an antipathy 
_ = obstetrics and gynecology. ) and an antagonistic attitude towards advice 
2. Talk about the subject with the women you given by white people. Moreover, many of these 
know, with the servants in your home. : negroes have little contact with white people. 
3. Inform your Auxiliary members that this Oe ae i ive di 
speaker's service is available, so they may in- 10. It would be a pe a hope ny gy to give > a 
form their other club groups, such as P.T.A.’s, instruction and education to the average colore 
iv clul : woman in such a way that she would accept the 
study clubs, etc. She : llingly i ld } ; ; 
4. Do any of your members have any contacts or pres willingly alli —" ve In a state 
influence with farm groups? Can they be in- of mind to act on it willingly. 
flue — to have . er = hye mee: nal a 11. Because of the fatalistic attitude of ignorant 
Fa WW, — vat about the Council o negroes, they accept both the joys and the 
» a vicissitudes that fate offers them without com- 
5. All medical societies have been asked to devote plaint 
one program to obstetrics or maternal welfare. 
Ask your own husband about it. Call his at- 12. However, there is amongst the negro race in 
tention to it, stimulate his interest and thinking. every section a small group of leaders who are 
6. Interest the Negro high school principals in intelligent and who can wield a_ tremendous 
having a —— A gos - are this winter influence with their ‘nea fortunate sisters. The 
on Maternal and Child Health. preachers, the school teachers, and_ certain 
7. Venereal disease, syphilis in particular causes natural-born leaders who, even though they may 
some deaths among babies. As a physician does have little education, have a tremendous amount 
your husband require or perform a blood test of natural intelligence, know what is going on 
on all his prenatal patients. in their communities and are able to influence 
ee en the people. These natural leaders are sus- 
ceptible to education but have very little op- 
Brief of a talk to be made to Chapters of the portunity to attain it so far as it applies to 
Woman’s Auxiliary of the South Carolina matters of health. 
Medical Association in The Interest of 
Reduced Maternal Mortality 13. It has been suggested, as a project for the Wo- 
man’s Auxiliary of the South Carolina Medical 
1. One hundred, thirty-four women died in South Association, to undertake the education in mat- 
Carolina in 1948 as a result of pregnancy and ters of health of these natural leaders of the 
labor. colored race. This recommendation applies 
2. Thirty-one of these deaths were white and one particularly to those auxiliaries situated in the 
hundred, three were colored. so — black —. It has “ n grey ee 
‘ * , 7 zs be arranged for with the help 
3. Fifty-three deaths. or forty percent of the total. public meeting 4 - ae < , 
, ; a Ng Paes Se of the preachers and the teachers, and that the 
were caused by kidney poisoning (toxemias of ] : : 
‘ , more intelligent people connected with the 
pregnancy ). - “Str 
: ’ , school or with the church be invited to a lecture 
4 Forty-two of the toxemic deaths were colored. or talk on matters of maternal health. 
5. All of the toxemic deaths except two must be ; 
classified as preventable deaths, since toxemia 14. The thesis of these talks should be that although 
of pregnancy, when discovered early and active- pregnancy and labor are natural events in a 
’ een tue . . one woman’s life and are n ‘ sens 
y and intelligently treated, is a curable disease. s lif 1 are not in any sense of the 
' word sickness, still they present very definite 
6. Most of the deaths were caused by ignorance of ‘ : : : , ; bef 
: : . taj hazards most of which can be recognized before 
the patient, in the sense that they failed to apply : . on | 
. : : . they are in effect, and most of which can be 
for medical care of any kind early, or applied ’ ‘cal ena 
; ; , = . overcome by proper medical care. Therefore, 
for medical care early and did not continue . . al d | 
: ‘as . every pregnant woman should consult her doctor | 
under such care, or while under medical care, Mi “a Pur he clini 
; . early, either her private physician or the clinic 
they declined to put into effect the recommenda- 2 ; Ft his \; | 
nt doctor, and should continue under his regular i 
tions of the doctor. observation at the intervals suggested by him 
. P é é ¢ 
7. Medical care one | ag wed + seer to throughout pregnancy. The most dangerous time : 
every woman in South Carolina. Not only are of pregnancy is in the last three months, and 
private a able and willing to give medical observation at that time should be more 
such care, but the State Board of health main- frequent and more careful. Not only should the 
— free _"* ~ the — = = Ty county doctor be allowed to examine the patients, but 
of the state. Four free clinics for the poor in » patients shou ake eve > -arry 
madsen alate I f Dil the patients should make every effort to carry | 
every county of the state. Four residents of Dil- out every instruction that the doctor gives, 
= County died mi a anes. thirteen of even to the extent of going to the hospital for 
Florence County, two of Darlington County, six further treatment, whether the patient feels sick 
of Marion County. or not. Some of the conditions which develop in 
8. Most of the colored women engaged or planned pregnancy and which are deadly in their effort, i 
to engage midwives for their actual delivery. cannot be treated adequately at home and there- j 
} 


“Knowledge seeps down.” Re-educate your own 
auxiliary. Have a speaker on your program on 
Maternal and Child Health. (Contact Dr. J. 


Before they can engage a licensed midwife to 


cian at least four times during pregnancy. Be- 
cause of that requirement, many colored women 
go to the clinic during the early months of 
pregnancy, but after they have gotten their four 
required visits, they no longer go. The greatest 
dangers during pregnancy occur in the | last 
three months of pregnancy and particularly is 
this true with regard to the development of 
toxema. 





fore, hospital care is necessary if they shall live. 
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Gentle, Effective Action 


Phospho-Soda (Fleet)’s* action is prompt and thorough, free 
from any disturbing side effects. That’s why so many modern 
authoritative clinicians endorse it...why so many thousands 
of physicians rely on it for effective, yet judicious relief of con- 


stipation. Liberal samples will be supplied on request 
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Certain women, usually the women over thirty- 
five, have already had impairments of the heart 
or kidneys to such an extent that pregnancy is 
dangerous and these women should not get 
pregnant, and if they do become pregnant should 
be aborted and should be sterilized. 

15. The example of members of the audience will 
be helpful and their influence over their less 
well-informed friends will be tremendous. There- 
fore, this meeting was called to solicit the aid 
of these more intelligent members of the race. 

16. Midwives are rendering a fine service to South 
Carolina women. They are efficient and _satis- 
factory as long as complications do not arise. 
They are trained to recognize complications and 
to call a doctor or to send the patient to hos- 
pitals early. They can only carry out their train- 
ing when they have the cooperation of the pa- 
tient and her family. Very few, if any, of the 
deaths in South Carolina last year were caused 
by ignorance or carelessness on the part of the 
midwife in attendance. Many of them occurred 
in midwife cases, because the midwife could 
not get the cooperation of the family, could 
not secure the early attendance of a doctor, or 
the patient refused to enter hospital until seen 
by a physician. 


FROM THE LEGISLATIVE CHAIRMAN 


Plans are being formulated by your State Legislative 
Chairman to organize a Speaker's Bureau to supple- 
ment the Speaker's Bureau of our State Medical 
Association. The need for such a bureau was felt re- 
cently when a request was made by a woman’s or- 
ganization in Columbia for a speaker from the auxil- 
iary to talk on socialized medicine. No prepared 
speaker from the local auxiliary was immediately 
available and it was necessary to call upon the services 
of an already too busy doctor to make the talk. 

The idea in having a Speaker’s Bureau composed 
of auxiliary members throughout the state will be 
not to relieve the doctors from filling speaking engage- 
ments when their presence is requested, but to assist 
them by being able to supply speakers from the 
auxiliary when a specific request is made. 

The plan for an auxiliary Speaker's Bureau meets 
with the approval of Mrs. J. L. Sanders, our state 
president, and with the approval of several members 
of our Advisory Council. As soon as plans are more 
definitely formulated all county legislative chairmen 
will be contacted to assist in the formation of our 
bureau. As soon as the bureau is organized and ready 
to go into operation publicity will be given it and 
we shall be ready to put into action, according to one 
of our advisors, “one of the most important duties of 
the auxiliary.” 

Mrs. Manly E. Hutchinson 
Legislative Chairman 


WAKE UP, AUXILIARIES! 
In the last issue of the AUXILIARY BULLETIN 


an appeal was made to all county auxiliaries in our 
state to go on record opposing socialized medicine. 
This is in line with action taken by our State Auxiliary 
at the convention at Myrtle Beach last May. So far 
the Columbia Medical Auxiliary and the Greenville 
Medical Auxiliary are the only ones known to have 
taken any definite action. It is still early in the year, 
but don’t let’s lose too much time. Opposition forces 
in Washington are playing a game of “delayed action” 
at present, but they are subversively working hard 
every day to force compulsory health insurance upon 
the American public. 
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Our State Auxiliary has already been commended 
by authorities in Washington on our interest and 
alertness. Let’s keep up the good work and remind 
our Congressmen constantly about the way we in 
South Carolina feel about State Medicine. 

Mrs. Manly E. Hutchinson 
State Legislative Chairman 


DR. GUESS CITES DEATHS AMONG 
MOTHERS IN SOUTH CAROLINA 


Members of the Anderson County Medical Auxil- 
iary who met at the home of Mrs. Claude Perry last 
Tuesday afternoon heard an informative lecture by 
Dr. J. Decherd Guess of Greenville, chairman of the 
Committee on Maternal Welfare of the South Carolina 
Medical Association. 

Dr. Guess pointed out that 134 women in South 
Carolina died as a result of pregnancy or childbirth 
in 1948. One hundred and three of these deaths were 
among colored women. 

A study made by the Committee on Maternal Wel- 
fare has determined, continued Dr. Guess, that 40 
per cent of all maternal deaths was due to toxemia 
of pregnancy, frequently referred to as _ kidney 
poisoning. Hemorrhage accounted for 32 deaths 
among South Carolina mothers. Twenty-three of 
these cases were colored. 

Dr. Guess attributed the death rate largely to 
ignorance—“ignorance of the necessity for medical 
care, ignorance of necessity of following instructions 
carefully, and ignorance of the significance of symp- 
toms which the patient is conscious of herself.” 

In conclusion Dr. Guess stated that “When our 
people learn that procrastination and delay in ab- 
normalities of pregnancy is dangerous and frequently 
fatal, when they learn that medical advice is of real 
importance, and when they cease to dread hospitaliza- 
tion and recognize that the hospitals offer measures 
of safety and conservation of life, when all of these 
things are recognized first by the leaders of a people 
and then by the people themselves, the maternal rate 
in South Carolina will be lowered; and when these 
things are learned by our colored citizens, then the 
death rate among the colored will not show such a 
tremendously great excess over that of the white.” 

Mrs. Sarah Harris, program chairman, introduced 
the guest speaker. 

A brief business session was held. 

During the social hour Mrs. Perry assisted by Mrs. 
Frank Warder, associate, hostess, served refreshments. 
The house was decorated with a holiday motif, 
featuring pyracantha berries and greenery. 
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| A Distinctive Sani- 


tarium For Diagnosis 
and Treatment of Ner- 
vous and Mental Dis- 
ordors. . . .Alcoholism, 
Narcotic and Barbitu- 
rate Addiction. .. Rest 
and Convalescence. 


EDGEWOOD 
ORANGEBURG, SOUTH CAROLINA 


Edgewood offers all approved therapeutic aids. Complete bath depart- 
ments. Living accommodations private and commodious. Excellent climate 
year ‘round. Unusual recreational and physical rehabilitation facilities. 
Occupational therapy. Specialize in electro-shock and insulin therapy. 
Separate department alcoholism, narcotic, barbiturate addiction. Gradual 
reduction method. Full time Psychiatrists, nurses, and aides assure 
individual care and treatment. For detailed information write 


EDGEWOOD e¢ ORANGEBURG, S. C. 
Orin R. Yost, M. D. Psychiatrist-In-Chie 
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PUBLIC HEALTH NEWS 











OUTLINE OF TREATMENT 
S. C. HEALTH HOSPITAL 
Florence, South Carolina 


November 1, 1949 
A. SYPHILIS 


Preparation: Procaine Penicillin G in Peanut Oil with 2% Aluminum Monostearate, each cc containing 
300,000 units, injected intramuscularly. 


Ist day 2ce (600,000 U) 
2nd day 2cc (600,000 U) 
8rd_ day 2Qcc (600,000 U) 
4th day 2cc (600,000 U) 
5th day 2ce (600,000 U) 
6th day 2cc (600,000 U) 


Primary 
Secondary 
Group 1 Early Latent 
Late Latent 
Congenital over 4 yrs. 


Total 3,600,000 U 


Ist day 2ce (600,000 L 
2nd day 2cc (600,000 LU 
Neuro Syphilis l 
Primary and secondary cases which U 
have relapsed l 
Early Latent cases which are l 
Group 2 sero-resistant 
Congenital with late manifestations 
(gumma, paresis, interstitial 
keratitis, etc. ) 
Late manifest syphilis (gumma of 
skin, Charcot’s Joint, etc. ) 


8rd_ day 2Qcc (600,000 U) 
4th day 2Qce (600,000 U) 
5th day 2Qcc (600,000 U) 
6th day 2Qcc (600,000 U) 
7th day 2cc (600,000 U) 
8th day 2cc (600,000 U) 
9th day 2cc (600,000 U) 
10th day 2Qcc (600,000 U) 
llth day 2Qcc (600,000 U) 
12th day 2cc (600,000 U) 


7,200,000 U 


40,000 units Penicillin 
Crystalline G injected intra- 
muscularly every 3 hrs. until pa- 
tient has received 72 injections. 
( Total 2,880,000 U) 


Congenital Syphilis in infants 


Group 3 under 4 yrs. of age ) 


B. OTHER VENERAL DISEASES 


4 gms. Sulfadiazine 
with equal amount 
of sodium 
bicarbonate 


Ist dose 


Subsequent 
doses 
starting 


Group 1 \¢ hancroid 


1 gm. Sulfadiazine 
Lymphogranuloma Venereum & adiazine 


with equal amount of 
6 hrs sodium bicarbonate 
mt. 4 times daily for 

tial dose 5 days 


% gm. Streptomycin dihydrochlo- 
ride intramuscularly every 3 hrs. 

for 40 doses. If patient shows only 
slight improvement 2 mos. follow- 
ing completion of first course, % gm. 
is given every 3 hrs. for 80 doses, 


Group 2 } Granuloma Inguinale 
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CAROLINA REST HOME 


Sympathetic 
Understanding 


Treatment 





For Male or Female Patients 


With Alcoholic Problems 


Completely New Modern 


Fireproof Structure 


U. S. Highway No. 1 South 
P. O. Box 174 Phone 2-1721 
WEST COLUMBIA, S. C. 


Pierre F. La Borde, M. D. 
Medical Director 


Marga D. Livingston, R. N. 
Director of Nurses 
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“Childbirth: Your Questions Answered.” By Carl 
Henry Davis, A.B., B.S., M.D., F.A.C.S.; Diplomate, 
American Board of Obstetrics and Gynecology; 
formerly: Clinical Professor and Director of the De- 
partment of Obstetrics and Gynecology, Marquette 
University School of Medicine, and Assistant Profes- 
sor of Obstetrics and Gynecology, Rush Medical Col- 
lege; and Donita Ferguson, expert writer on medical 
subjects. First edition. Price $2.50. Pp. 183, with 24 
illustrations. Harper and Brothers Publishers, New 
York, 1949. 


This book is short and yet sufficiently com- 
prehensive to include every question an expectant 
mother might ask from the most absurd to the keenly 
astute. It is written in as simple laymen’s language 
as is compatible with scientific accuracy, the reader 
being further aided by an explicit glossary. The 
question and answer method of presentation, com- 
plemented by an index, makes for ease in the ex- 
pectant mother’s solution of individual problems. The 
sections on fitness for childbearing, the Rh factor, the 
patient’s contribution to prenatal care, and the ab- 
normalities of pregnancy make their points especially 
well and clearly present the pregnant woman with 
all of the most important facts for her consideration. 
The discussion of Dr. Grantly Dick Read’s philosophy 
and technique, the diagrams of a normal delivery, 
the section on nursing, and the diagrams of figure- 
building exercises further enlighten the patient on 
the highlights of her labor, delivery, and puerperium. 
The “postscripts” on abortion and sterility make the 
book of interest to two other special groups of women. 


The section on artificial insemination reveals several 
little realized “potential legal headaches” for the 
couple, the doctor, and the donor involved, and 
hence will be of value to all concerned. It provides 
the physician with a clear-cut answer to an in- 
creasingly frequent question. 

We highly recommend that this book should be in 
the hands of any family that contemplates reproduc- 
tion. 


John R. Sosnowski, M. D. 
Lester A. Wilson, M. D. 











POST-GRADUATE PEDIATRIC TRAINING 


A recent intensive study of child health services 
has documented widespread feeling that there was 
greater need for better training programs in pediatrics 
for general practitioners than there was for more 
pediatricians. In hopes of helping to meet this need, 
the Division of Graduate Medicine and the Depart- 
ment of Pediatrics at Tulane Medical School in New 
Orleans have collaborated in establishing plans for 
continuous training fellowships in Pediatrics designed 
particularly to meet the needs for general practitioners 
from rural communities who have a major interest 
in problems peculiar to infants and children. 


Applicants should be less than forty-five years of 


age, should have been out of medical school for less 
than ten years, and should have practiced and have 











| eee 


January, 1950 Tue JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 33 






































Nl - — -_ — 3) 
3 = = = ma ———— Ss == 
{||| 
THE LAURENS REST HOME 
x 

« 

il operating under the medical direction of TWO COMPETENT LICENSED 
MEDICAL DOCTORS—offers HELP AND INDIVIDUAL treatment to consent 
patients for ALCOHOLISM. 

Our nurses (on duty twenty-four hours a day) and other personnel have 
had much experience in the REHABILITATION OF ALCOHOLICS—both men x 
th and women. 
THE LAURENS REST HOME is located in a quiet, restful atmosphere, 
with spacious grounds assuring privacy. 
Owned and operated by RECOVERED ALCOHOLICS who are interested 
in the continued sobriety of patients after treatment here. x 
ne 
THE LAURENS REST HOME 
1209 South Harper Street iM 
nf LAURENS, 8. C. 
Telephone 648 Rates supplied upon request 
: | 
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slanned to continue practicing in communities having 
ess than ten thousand population. The course of 
study will continue over a period of not less than 
three months and will encompass practical clinical 
experience in all phases of infant and child health, 
active participation in the undergraduate and _post- 
graduate teaching programs of the Department of 
Pediatrics, and opportunity for pursuit of individual 
clinical or research interests on a_ part-time basis. 
Appointments will be made on the basis of merit and 
need and the course of study will be highly 
individualized. Application can be made by any 
qualified individual, either directly or through a 


sponsoring agency, such as county medical societies, 
maternal and child health divisions of state health 
departments, sections on General Practice or Rural 
Health of the American Medical Association, inter- 
ested Foundations or civic groups, etc. 


Responsibility for arranging and paying for registra- 
tion, tuition, and living expenses during the period 
of fellowship rests with the individual applicant or 
his sponsoring agency. For further information, inter- 
ested individuals or agencies should correspond with 
the Director of Graduate Medicine, Tulane Medical 
School, 1430 Tulane Avenue, New Orleans, Louisiana. 





DEATHS 





B. HENDERSON HENRY 
Dr. B. Henderson Henry, 63, died suddenly at his 
home in Clinton on December 10. A native of Laurens 
county, Dr. Henry practiced medicine in his home 
following his graduation from Emory University 
School of Medicine in 1913. He is survived by his 
wife, one daughter, and one son. 





ROBERT HARRY WILDS 

It is with deepest sorrow and regret that we, the 
Members of the Aiken County Medical Society and 
the Staff of the Aiken County Hospital, record the 
passing of our Chief of Staff, Dr. Robert Harry 
Wilds, and in paying tribute to him simply say “He 
was a good Doctor.” 

Dr. Wilds was one of the main driving forces in 
the reorganization of the Aiken County Medical 
Society and the creation of the present Staff at the 
completion of the present Hospital. He was eminently 
responsible _ for ‘the Staff organization which ul- 
timately led to the American College of Surgeons 
accrediting our Hospital. 


NORMAL DILUTION 
Dextrogen®+ Water = Formula 


1 fl. oz. 1% fl: ozs. 2% fi. ozs. 
(50 Cals.) (20 Cal. 
4 per fl. oz.) 
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We extend to his wife and family our sincere 
sympathy in their great loss. 

Resolved, that a copy of these resolutions be 
mailed to the family of our departed member and a 
copy be spread on the minutes of the Aiken County 
Medical Society and of the Staff of Aiken County 
Hospital. 


SIDNEY G. SARRATT 


Sidney G. Sarratt, 74, honorary member of the Asso- 
ciation, died at the Veterans Hospital in Columbia 
on November 22 after an extended illness. 

A native of Union County, Dr. Sarratt received his 
education at the University of Maryland Medical 
School (1897). Upon graduation he established an 
office for general practice in Union, where he con- 
tinued to work up to 12 years ago when his health 
forced him to retire. During World War I he served 
as a captain in the Army Medical Corps in France. 

Dr. Sarratt is survived by his wife, the former Miss 
Rose Cox, and two daughters. 
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ANNOUNCING 
POSTGRADUATE ASSEMBLY IN 
INDOCRINOLOGY INCLUDING DIABETES 
Sponsored by 


THE ASSOCIATION FOR THE STUDY 
OF INTERNAL SECRETIONS 


and 
THE AMERICAN DIABETES ASSOCIATION 
Roney Plaza Hotel 
Miami Beach, Florida 
April 3-8, 1950 


The faculty will consist of 20 prominent researchers 
and field of endocrinology and 
metabolic disorders, gathered from the United States 


clinicians in the 
and Canada. 

The course will be a practical one of interest and 
value to the specialist and those in general practice. 


The program will lectures, clinics and 
demonstrations. Ample time will be given to questions 


consist of 


and answers at the end of each session, and reg- 
istrants are encouraged to contact members of the 
faculty for individual discussions. 


The Roney Plaza, one of Miami Beach’s most 
delightful hotels, offers special convention rates to 
members of this assembly. This is an unusual oppor- 
tunity for you and your family to enjoy a pleasant 
vacation and for you to participate in a highly in- 
of the latest endo- 


crinology and metabolism. 


structive program advances in 


A fee of $75. will be charged for the entire course 
and the attendance will be limited to 100. REG- 
ISTRATION WILL BE IN THE ORDER OF 
CHECKS RECEIVED AND WILL CLOSE ON 
MARCH 3, 1950. Should insufficient 
number of applicants to fill the course, the registration 


there be an 


fee will be refunded immediately in its full amount. 


Application for approval of this course has been 
made to the Veterans Administration. Veterans should 
make formal application to their local agencies on the 
appropriate form (1905e or 1950) as furnished by 
the V. A. 
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Please forward application on your letterhead to- 
gether with check payable to The Association for the 
Study of Internal Secretions, to Henry H. Turner, 
M. D., Secretary-Treasurer, 1200 North Walker Street, 
Oklahoma City 3, Oklahoma, before March 3, 1950. 
Further information and program will be furnished 
upon request. 


Hotel reservations should be made directly with the 
Roney Plaza Hotel, Miami Beach, Florida, and the 
hotel advised that you are attending this Post-gradu- 
ate Assembly. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 
1950 ESSAY CONTEST 


The Tenth Annual Essay Contest of the Mississippi 
Valley Medical Society will be held in 1950. The 
Society will offer a cash prize of $100.00, a gold 
medal, and a certificate of award for the best un- 
published essay on any subject of general medical 
interest (including medical economics and education ) 
and practical value to the general practitioner of medi- 
cine. Certificates of merit may also be granted to the 
physicians whose essays are rated second and third 
best. Contestants must be members of the American 
Medical Association who are residents and citizens of 
the United States. The winner will be invited to pre- 
before the Fifteenth Annual 
Meeting of the Mississippi Valley Medical Society to 
be held in Springfield, Ill., Sept. 27, 28, 29, 1950, the 
Society reserving the exclusive right to first publish 
the essay in its official publication — the MISSISSIPPI 
VALLEY MEDICAL JOURNAL (incorporating the 
RADIOLOGIC REVIEW). All contributions shall be 
typewritten in English in manuscript form, submitted 
in five copies, not to exceed 5000 words, and must be 
received not later than May 1, 1950. The winning 
essays in the 1949 contest appear in the January 1950 
issue of the MISSISSIPPI VALLEY MEDICAL 
JOURNAL (Quincy, Illinois). 


sent his contribution 


Further details may be secured from 
Harold Swanberg, M. D., Secretary 
Mississippi Valley Medical Society, 


209-224 W. C. U. Bldg., Quincy, Illinois. 
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